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i^jmerii^^s elderly^ 65 and older— is prcaeeted to 

ino^ase fi^xit28.6 nffilioh m 1986 to 39.2 million by 2010 and 64.6 mil- 
lion by apatt. Daring tl^t^ public spertding on the elderly— an esti- 
mB^$2BZ bMon in 1985 or ii^^y of jffi fede^^ dditt^tic 
spending — also is expected to rise significantly. 

In re^^ise to a i^u^t from the Chairman of tbe Subcommittee oh 
intergoveriunental Reia^^ and Hunmn Rei^urcc^^ House 
on G^vf '^^P^ provid^ tiititiis re^^ &if<xc^tidlt on 

th^ projections. AmcNog ^sues addre^ed are (1) demographic changes, 
^^ected for the elderly ]pN3pulatidh^ iZ) the relationship of th^ 
^arig^ to tiie e^hbmic and h^ifiii care status of the elderly, and (3) 
how changes in fiederal health and retirement programs could affect cur- 
rent and future needs of the eldeiiy. 



pie nmnber of U.S. cSdefly, which has been grbwihg steadily in this cen- 
tu i^r, replants an estima 12.4 percent of the pc^ulatiqn. Between 
now and 2Q1Q, tiie number of ^arly ^ J^cpected to ihc^^ by 1Q.6 
million to 13 perccait; most of this growth (5.9 million) will occur in the 
80 and older age group. 

l^e incomes of the elderly lOso Mve i^ substantially in recent years, 
and tiiey now ra^ve aisa^FN^c^t^e tiie federsft budget. Whfle 
less than 1& percent b 1960, this peixentage nearly doubled by 1986 to 
28 perc^t Continue is pn^^^,_ihostiy in h^th prb^ams 

becat^ of tiie greater increase in number of elderly in their eighties 
and older and the expected rise in pneral health care costs. 



Conciurent with thase trends are continuing fiscal and political pres- 
sures to re^ £^eral i^^dii^Sdme of tii^ st^ims^fi^^^ to cut 
tite budget and reduce the large federal defidt, estimated at ^224 billion 
fbr fjbscalyear 1986, AdcUtiqnal pi^ure is dueto proM in Medi- 
care's HbspitsQ &istn*ance Itust Fuhd^ projected to be but of rrwmey in 
the late 1990'b. Medicare is the federal health insurance program for the 
elderly and disabled. 

Tliis combination of demographic and budgetary factors could bring 
pro-ams for tiie eld^ly under ihdt^asihg review. 



!BxfiicuUv€ Smntnaxy 



Results in Bnef several issues and concerns regarffii^ the economic and health 

states bf ttie elderiy will need consideration programs for them are 
examined. 

. firsts wMle the income status of the elderly has improved sighif icaritiy 
over tihe last two decades^ muchMthis is Me to growth in Sociad 
Stcmi^ md public and private retirement Isenefits, in 
this sui^rt 4Xjuld jec^^ardize their improved «e6n^nic status. In addi- 
tion, nianyje^^ ocHtitiniie to have low incomes or Inoim^ at just 
above the poverty line. 

Seaittfl, tite ming co^ health care pose a m^ior threat to the retirIF 
ment income status of the elderly, iSrelter oianof-piia^t costs can deter 
them froin obt^mig care, espedcdly elderly with low incomes. Finally, 
for »)me elderiy, the cost of long-tem care causes a financial catas- 
ttiiphe. Expenditure for th^ ssrvices also are projected to e^and, 
due_ to hot only the rise in tiie eideriy population, but the increased per- 
centage of those eighty and older, the highest usere of these services. 



Principal Findings 



Role of Social Secuiity 



Mudi of the improvement in the economic statM of the Hderly has been 
due to the growtii in ptibUc sumI private retired 
S^irity tiie prqjp^ providing the most support to the elderly^ par- 
ticularly at the lowi^ income levels. In 1984, Sodal Secim 
»Bnt^ 82 per^tM m ^th Qie lo^st income and 18 

pm:^t for tiiose with the highest. Among individuals. Social Security*s 
share was 75 percent of income Tor thcMse in ttie lowest income group and 
22 percatt for the high^. 



Mcbme of Many Elderly D^ptte overall improvement in eronomic status, 12.4 percent or 3.3 mil- 
StiH Low lion elderly had incomes b^ow the pdveri^ level in 1984. The figure for 

the rest of ttie population was 14.7 percent. 

More eWerly^ feowevw to the poverty level than did 

members of other age groups. In 1984, almost 30 percent of elderly were 
in hous^plds with incomes below 1.5 tim^ the jpoveity threshold (com- 
pared with 24 p^ceht for pereons under 65). Also, 43 percent of elderly 
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hJd bux>mes 1 the poverty level (ebmpso^ with 35 p^- 

oent for the nonelderly); 



Certain Groups More Lifcely Poverty sunong the dderly was dli^roiK)|tionate in certain suhgro\ip8 
to Be Poor making up a large number of the poc^ elderly population, i.e.: 

• For^mOT^the jpov^ rate was nearly twi<^ the f at« for men, 
» ^rri^ l>Ia^^eAy, tlie poverty rate was neaily three times the rate 
for whitt eideriyt and 

V&ama 85 and older were twice as likely to be li^ahg b^w the poverty 
line as were p^Bons 66 through 74; 



As PopulatiCHi Ages, Health As tJie ejderiy p^ulatian becomes and okler, health care costs 
^Ep^ditures Will foerease Cwhich f^r Medi^ w^^timated at $7L4 in f^cal yeso^ 1985) 

also are prcyected to increase; This is because tiie elrieriy on average use 
more health service and sp@tid more on care than o o people under age 
f^5. Tl^&ae nsihg dc^ (mtse problems for many elderly. 



Elderly May Be Deterred the estimated 20 percent of the eiderlj who rely on Medicare and 

From Seeking Care lack otiier privateer public covers^, lugh dut^^^ 

tiim from bbtaimr^ healtii care. Also, recent Medidtre cost contsdnment 
measures, bicluding a new fbrm of ho^ital reimbursem^t prospective 
paj^ent), have mcreased ecNrtcerns over quality and acc^ to care f co- 
elderly beneficiaries; 

£n f^pbi^ to tite continuing me in Medici ^ste, one option tiie 
administraticm has prc^osed is to increase cost shanng for betteficiari^. 
'n^,_lu]iwever, dispro^rtiimatSy afi^cts tiie p^r andi!esa*-pbbr^d^y 
who ha^ only Medicare coverage; %it more c^ containment initiatives 
are likely to be prc^>^d dueto M^care's pz^li^^ hos- 
pitsi care smd tite i^idly increasing for medical care. 



Lon^Terxn Care Costs imantidpated, often catastropMc c^tof long-term cayre is the m^or 

Catastrophic for Some threat to the financial ii^-4)eing of J^^ His^iic^y, fait^ 

Mderiy fn^ic^ bft^ l^e provided assistance to elderly indi^duals in need of 

^ this csure^ii^ually without pulriUic assistanj^ the 

mdii^usU beebnies impoverished do puHic pre^^ns l^p. This^ par- 
ticularly tine of Medicaid, a federal/state pro^:am oi^ medical a^istance 
for the poor. 
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Maiiy sf^^ Jftnre ^ed to slow the growth of their MediciU i programs 
andcontain costs resecting the nuyra emi- 
trMig reunb^issninfc; B^at^^ nura&ig home occupant, such 
efl^r^^Pl^jniace access irowe difficult^r Medi<^d recipl^ 
tiOTi, un^ Meilcai€'s tsw I^^c^ve Pa^ii^ Systm, patiente are 
cUsK^ba^ed eat^ ffmacute care ho^itals than in $e past and with a 
greater heed for nura^ hrane or home health caxe, thus ihcr^ihg 
demand and expenditures f&r services. 



itieremied Costs for Loiig- Ouztlmt p^^isih payi^ for long-term care ccniid teoome more pi^ 
term Care F<»^seen nbunced inthe nort few decades.J^t oiay fe the i»puteti^ and 

oldert thcKMUno^U^^^ need^^ care, uicrea^ fast^.* than all eld- 
edy, hM j^mi£^ mencdbers and fiiends may be able to proviJelibme 
in tlie fUtuii. Reaions fm* tids ii^ude mi inmased sutio of eld- 
&Wj^3^m £o diHd^ to look af^ them ma. r»uit ^ina%ased life 
expectancy, delaj^ naiila^, and fewer chiton pr fataiy on 
averap^ andjC2)Jneceased parUdp^h of women in the labor fwce, 
wH^mi^ reduce tiie time ai^able to impend ^viding home care. 
Witti a decline in informal care, more ^Wy would have to p^ for 
tli^ a^yie^, ai^ but-of-pbcket coste for long-term care would likely 
increase fiirther. 



RebdltimendatiOIlS gag i^l^ no ^edfic reoimttumdations. But G^belfev^ that over the 

next aevei^ yeaiB €ongr^ 

(1) Medicare financing problems, (2) the impact on the poor elderly of 
greater out-<}f^p«^et he^^ oMte, and (3) how to fUiahce the 
increasdng costs of long-term cae for the growing elderly populatibn. 



Agency Comments request official agency comments on a draft of aiis report. 
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11^ pbpulati^ of ibnericaro age 6& and ojdercCompr^big 28.6 miUipn 
individuals, Ji pi^etate^Mincrea^ & 39.2 millidn i^r 2010 and to 64.6 
itUUi^^y 2030^ Bittii^ ttUs p^^, p^^ for the elderiy, 

now nearly hdf of di federal domestic ^pendbg, also are prvyected to 
increase significantty as a share of total e j^pi^diturM. 

the n^j9^^n^^^ 
iUati^ 66imd^^ ro^d imder increasixig review. Among tilie 
rrasons for Ods axe iniojected gn^wtti in the sha^ of i)UbUc resoi)^^ 
allocated^ ttie ^derly^ finmdr^pro^m m BIeiU(^'s Hcspital Effiur- 
anoe program (vehidt, it is predicted, wiU nm out of money in the late 
1990's), and pressure to reduce the large federal deficit. 



Almost One in Eii^t SinceJOie turn of the century, the numb^ of elder^ (individuals age 65 

Ameiicans Is 65 or Older snd las b^^^ig steadily i^^^ to tts ^p3^n undo- 

1^ 65.fitl900, fii^ were 3.1 million elderty, representing 4 peroent of 
Uteixqndidion.^ 1960, their numbers tuui increased nB)re tiiaii five- 
foldto L6.6nul^iU9^2jperbentof^^ by 1986 to an 

estimated 28.6 million people. Currendy, the dder^ r^resent near^ 
one in ev@ryj|i^t AmmM^ pearoeht of die (^fdmated 238.2 

million people in die Hiuted States.^ 



B^idon die Gen sus ^reau^ ii^pe-s^i^ j^ecticnis i^arding life 
expectant^, Jertilily rat», and imm^ad^ dienun^ of elderly is 
e^ec^ to jyfflxeas^ morettm 

2010. They^dien projected to 9x>w by over 60percent to 64.6 million 
in 2030 and to 67.4 milUon in 2050 ^ fig, 1.1). Thi^miibr ii^rease m 
dieminl^era of ^^^br^^^ wA^m refiecte die kirge num- 
bers of indivuiiuds born iKatweai ii946 and 1964 (tihe ''biyt^ boom" gm- 
eradon) tuniing 65. In 2010, the ^der^ wiU repr^ent about 13 pocent 



FOfHilaaan RqxM^ ^^MSoimi^m^^^m^m^^mg^ UjCa GFO, 1983ji p. 3. 

'Onontf JtbeCnsiB, lWectfaiBrfteJRipiaateoftl»eiaitedStiilM. te yA 

1983to2080. FUbUottian P-26, Na 952 (Washington. 0.0: (HO, 43-44. 
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of the total ixipoiation, in 2030 about 21 percent, and in 2050 about 22 
percent (see fig. 1.2) ^ 



Rgim 11: Projected Eideify PofHiia^ 

•D Population in Millions 



70 




YBars 



^l^lgttte, Qtniithia It, ^'Agfi Stroc^are of ttm US. Popudatta the 2M Cmmry;' a PreOmferenoe 
(Washington. D.C^^. 10, 1986i p. 4 
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Pigura 1.2: ProjKted Elderly as Percent of Tbtal Population (1985-2050) 

25 : Percent of Population 
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hx 1985, about a ttiird of the elderly population were betweerv the ajes 
of 65 and 69, as shown in table 1,1, Another 27 percent were between 70 
and 74, £md neatly one in ten (9-4 percent) were 85 and older. Between 
now and 2010, the elderly population is expected to grow by 10,6 mil- 
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lion people; most erf tiiis ^wth (5.9 million) will occur in tiie 89 and 
older groups (see taHe 1.2).« 



Table 1.1: Pn^ected Dittribution of the 
Elderly Population by Age (1985-2050) 



Dution 







Viar 






Age group 


1985 


2010 


2035 


gB5B 


66 to 69 


322 


29;9 


24.0 


24.6 


7a to 74 


26.6 


21.8 


24.3 


200 


75 to 79 


19.6 


17.4 


210 


17:1 


8Ci.t&84 


12:2 


14.0 


14.8 


14.5 


85 and over 


9.4 


16.9 


le.Gh 


37 


Total 


lOO^Q 


100.0 


100.0* 


100.0* 


*lbtaldoesnotadd to 1(X) due totbuhdihg. 

SoQrce: CompQted from Boreau of ttie Census Publicatroh Series P-25, No. 952, 1984. 



Table 1.2: Projected Increases In the 
Elderly Population by Age (1985-2050) 



In millions of people 

: - _ - Year 

Age group ^iaas-2Bio 2010-2035 ab35>20S0 

65 to 69 _ 2.5 4.3 0.6 

70 to 74 1.0 ZB -g:7 

75 to 79 1.2 7.2 

8aia84 2.0 4.4 ^01 

85 and oyer _ a § 41 5.3 

Total elderiy _ 10.6 27.6 oi 

Source: Computed from Bureau of the Census Publication Series P-25. No. 952. 1984. 

Gurrently, compsured tothe wlute |H3pulatip^ a smaller prdpbil^^ 
ttie black populat^^^ 65 and older, fit 1980, 7.8 percent of the black 
population was 65 and older vereus 11.9 percent of tjie white poptUa- 
tion^'flielUffereni^ result oTM^erbiittrates^a^^ sec- 

ohdaEiIy due to tite hi^r mortality rates among biacl^.^ Recentlyt 
however, the iiumber of elderly blaets has been increasing faster than 
the number of elderly whtt(Mi^and t^is ttehd is expected to continue. 
Between 1970 and 1980, the proportion of the black population who 
were 66 and older increased 1^ 35 percent comps^ed to a 27-percc5ht 
increase in the white pk>pulatibn.^ 

^Bureau of the Census, P-25, No. 952, pp. 43, 77. 

^Btirean of JtheJOeists, DemograpWc and^odoeconomic Aspects of Aging in th e Unit e d St ato. Seri» 
P-23, No. 138 (Washiii^^h, D.C.: Aug. 1984), d^. 21-22. 

t of the Census, P-^, No. 138, pp. 26-27. 
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Ki Ule past few decade, there also has been ah increase in titie nmhber 
and percentile of dderly, paiticidarly wo^ who either live alone or 
with someoneLWhai^ cun^t^neiatidii 
^d^y is tite first in whi^ ttie miqon^ <tf surviving spous^ mc^y 
ymmen, iive alone. ^ bi 1960, 50 ^roent of widows betwei^ the ages o^^ 
65 andT4 MM m faniiU^rby I980jJus Md droppedt^^ 
rate ainbng the older widow^ gr^Pi those 75 and older, declined simi- 
larly froiti 60 percent in 1960 to 27 percent in 1980.«Thusby 1985, 71 
percent of elderly Mddbwed w^nai and 68 percent of elderly widowed 
men either lived alone or with a nonrelative.^ 



Life ExpectanQT Increasing Smce the tiuti of t^^ oentuiyi there have been imprg^ive gains iii life 

^pectah^. Jh 1960, a 65Tyear-bId fmale could expect to live to be 80.8 
Shears old; a made to be 77,8 years old. Twen^-fqiir years later^ liffe 
expectaxti^ had risen to the point where a 65-year-bldfmale could 
e>^ect to live to be 83.7 years old and a male to be 79.5 yeare, '® As a 
result increasi)^ numbers of people are living into their eighties, nine- 
ties, and evmi hundreds. 

Ki the future, life expectant for a 65-yearHDld female is ecpected to 
increase (as shown in fig; 1.3) to 

• 86.1 years in 2010, 

• 87.3 yeai^ in 2035, and 

• 88 yeara in 2050. 

For malesi life expectancy at age 65 is expected to be 

• 81.1 years in 2010, 

• 82 years in 2035, and 

• 82;6in2060;» 



^Crystal, St^heh, Am e rica's Old Ag e^ri^ (New York: Basic Books inc., 1982), p. 27. 
^CryBtal, p. 42. 



%oii8e eotnmittee on and Meaa^^ Baitoroand MaterM and^a^on Prograns Wititin tite Joris- 
dictioit of the C(Mnnattee^»i^ys ^ (1986 ed.), (Washington D.C.: GPO, 1986), p. 76. 

^^Dq[H^nient of Mra^ and l^]nianServices(HIi^»^ National Csiter for Health Stati^cs, Health. 
United States,4986. (HyattsviUe, Md., December 1^, p. 40. (Also see Taeuber, p. 16.) 

1 'ifi^, SodalSecority Administration. Social Security Area Population Pmiections 1985. Pu2>. No. 1 1- 
11642 (Oct 1986), p. 33. 
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If there are further increases in life expectaiicy due to nmjor break- 
tliroups in treating such diseases as cancer or heart disease, projections 
in the growth of the elderly populatimi may be uhderatated. 
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]^|^dtttiires for EUderly WhUe the eldCTl^^ 

1960, less than 16 percentpftitie federal budget went to prograins for 
title elderly. In fiscal year 1985> tiiat propoHidn had liear^ doubled, to 
28 percent.^^ As a peimits^e of the ffc^ natimisd product (gnp), 
es^nditures on the elderly alsoj^ In 1970^ pension and 

healtiti care fin^img jn'ograins cesismhed 6. 1 perc^t of gnp; by 1986, 
9.6 percent, an increase of over one-half .^^ 



PartiaUy accoimp^ for this ind'ease in federal es^diditur^ for the eld- 
erly has Isen^t^^ Sodal Set^rity^^^ 
Also cbntiibu^tg have be^ I^^lated improvm^ta to income i^tec- 
tioui health insurancei and services enacted in the 19(3d's and 197d's to 
reduce the hi^ lev^ of poverty ambiig tiie elderly." 



In 1985i ^eitQ e^pim^ for the elderly repr^m^^ half of 
£m dmhestic int>^^an sp^tdtthg or an ^Un^bed $263 biHicm. Sb^al 
Security represented 66 percent of these expenditures and Medic^u^e 23 
I^rcent. Otiier (nonveteraii) retufmeht pr^granis acooiuht^ for 10 per- 
cent, and the rarudnder oon^sted of Medi^d (4 percent), housing (2 
{Srcent)^ veteraM' re Security 
Iriamte C^— 1 percf«t)^iind offi^^^ 

cunient program commitme f edei^ e^^nditures for the elderly are 
prcilected to continue to grow as the eldieirly pbpulatibh increases in the 
future. 

HesStti^^ams wiU account for most of tins future grdwtti in federal 
eximditures fbr the el^^ (1) the antidpated rise in gen- 

era hea^^ax^ ^^^which s^i^p^^^^w a higher rate than 
the GNP,^ and (2) the projected higher rate of ino'ease in the number of 
very old, who are itiore likely txil n^ heeUth s^ 
shows federal heal^ 6^ finandhg programs growing from titeir 2.7- 
percem shsu-e of yi 1^^ to 4.6 percent in 2()ld| 6.2 percent in 2020, 
and 6.1 pero^t in 2035 witii most of the growth at^butable to health 



^^U^. S&mtt, Spedal Ccmimil^ on Aging, Aging Atncgica: Tr^ds and I^Je^ (1986^ ed.), 
(Washington^ D.C.: 6P0» 1986), p. 122. 

^^^Otner^J^m L, and Barbara K:^le Tbfr^, "Health C^re Fiiiaiu^ and P^lon Prc^pluns" in 
Qie^ry B, MiUs^d John L Palmerveds., F e deral Bud ge t Polici e s In tii e 1980 s fThe Urban Institute 
Press: lll^diington, DC., 1984), p. 126. 

^^U.S. Senate, Spedal Committee <m Aging, p. 122. 

^^VS, Seriate, Special Cbnuriittee an Aging. Also see Lyim E^heredg^, "An Agii$ Society arid the 
Federal DeHcit,** MUbank Memorial Ftmd Quarterly/Health and Society , Vol. 26, No. 4, 1984, p. 621. 
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programs for the elderly." Among the population 80 and older, higher 
^penjcUng 1^ pei^n <»inbm^^^ J^e ^ that this a^e group will be ; 
a^ea^ig at a faster rate than the younger elderly over the iiejct several 
decries, isone mnjor reason foi* the overall md-ease in public e^^^di- 
fiuum fc 1984, (^derly p^sbns 80 years old and older received an 
average of $8,321 in federal benefits; this was more than 17 percent 
higher than the $7,151 revived by the scvers^e 65-t6-69-year-old." 

I^ecticHis for ttie yeiff 2000^ benefits psud to the 66-to-69 age 
group remaining the same as the 1984 level of $65 billion in constant 
1984 dollars, due to the slight decline in this group's numbers. Benefits 
for the 80 and older group, however, are projected to rise by $33 billion, 
from $49.8 billion to $82.8 billion in constant 1984 dollars." 



Changes in Budget Policy Given the projected growth in the share of public resources allocated to 
for Elderly Possible the elderly, there are increasing fiscal and poUtical pressures to examine 

current government policies and programs providing assistance to the 
elderly, uome of this pressure stems from efforts to cut the budget and 
reduce large deficits." 



While estimates of the actual size of ttie defidt are continually being 
revised, in February 1986 the Ck>ngressional Budget Office (CBO) esti- 
mated that the deficit for fiscal year 1986 would be over $200 billion;^ 
In August 1986, CTb raised this estimate to $224 billion, a new record." 
(The defidt for fiscal year 1985 was $212 billion.) Current attention to 
the effert of federal defidts on the economy has placed increasing pres- 
sure on tatting federal expenditures in all areas of the government. 
While program expenditures for the elderly have not been cut as much 

"Palmer, John t, anditephanie Gould, "The Economic Consequences of an Asihfl Society," Daed- 
gS,Vom6,No.l,Winteri:386,p.312. 

"Torrey, Baibara Boyle, "Sharing Increasing Costs oa Declining Income: The Visible Klenuna of the 
Invisible Aged," Mil bahk H e m mtelf^guarteriy/Health and Society . Vol. 63, No. 2, 1985, pp. 379, 
383. 

^^See Eric A. Kingson, Barbara A. IJirshom, and Linda A. Harootyan, The Common Stake; The Inter- 
de pendence of Generationa rWafihifig^ D.C -Thi> n^mntninginni Snrioty^- l§86^JBtndDoro^P. Rice, 
"Living JUrngfET in the United States: flealth,Social and Economic Implications," ?^ 3oymal^ Med ' 
ical Practice Management Vol. 1, No. 3, pp. 162-169. 

^CBO. the Economic and Budget Outiook; Fiscal Years 1987-1991 rWashington. D.C.: 1986), pp. xxi, 
64. 

^^CBO» The Economic and Budget Outiook; An Update (Washington. D.C.: Aug. 1986), p. XV. 
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as other domestic pro9:^tins over the past several yestrs, because of their 
size thc^ may be subject to future changes in budget polic^.^ 

Alspj financing problems in the Medicare program have drawn attention 
to the p^ibility of redudng healtih care ass^tance to the elderly. 
D^ite recent ef f oits by the adinin^^ and the Congress (whidi 
have be^ sucoessM^m 198& report 

by tite Board of Trusted for Medi^ot^'s Hc^pit^ fiistorance (ffi) Trust 
Flmd i^^rted that ''Ute pre^nt finandng schedule for the ho^i^ 
ii^uz^ffueep^ is bardy suf fideht to e^ payment of b^efits 
and maintaiti the fund at a level of one-half year's disbureemehts over 
the next 7 to 9 years if the assumptions underlying the estimates are 
realized."® 



Due to the issu^ described above, pr6^*ains for the populatioh age 65 
and older, sp^fically hefUth care prpp*^^ could rome under 
inc^asing review over ti\e nesd severs^ y^^. As a result, tiie clianthan 
of the Intergovernmental Rations and Human Resources Subcommittee 
of titeSomt Cbmnutt^oh Gbvernm^t Operations in March 1986 asked 
us to provide information on: 

1. current and projected demographic changes in the elderly populatidn, 



2. Uie relationship of titese clianges to 

• the retirement income status of the elderiy and 

• their need, use, and expenditures for acute hesdth care and long-term 
care services^ and 

3. the extent to which potential changes to federal health and retirement 
programs could affect the current and future needs of the elderly. 

In conduct^ study^ we reyiewed and analyst data from e»s^^ 
stucU^, reports, cbi^essiohal hesuings, periodicals^ and bcKiks. We also 
interviev^ representatives from the academic community, gerontolo- 
^ts, i^archere, and representatives from special interest groups con* 
cenied vrith the aging. 



^^Palmer ahd TonwrP. 12L See^ Marilyn Mobii, "Impact of the Reagan Tears on the Distribution 
of Income of the Elderiy," the Gerontoiqd st Vol. 26, No. 1986, pp. 3247. 

^Fe(teraLRoi^tal Insurahbe Thist Fund, Board of Trustees, The 1986Amual RepcHt of th&loard 
(Washington, DC;: Mar. 1986), p 11. 
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To fflipplement the dkxnimentation pntrends ^dei-ly aiid 

reiat^ i^^i mintgmel^JiaaBl ofil^s fnrni tlie Bepai^^tof 
^onnuaiee^Buzeaii of Oie Gotsos; hhs, Health Care F^nandiig Admlnis^ 
traUon Naticraal Ins^ of Heam^ Najaonal fiutitate oh Apig, 
Natipttal Ceiter for Statistics, Administration on A^ng, and 
Sbdal Security Adndnistratirai; Offioe of Mana^mait aiid Bud^t; and 
Nigtli^al Acfukmiy of Seduces. In acoOTdanoe tHtii the requester's 
^i^ties, we did not request offidai agcsicy comments on a draft of this 
report. 
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EeiilF3n<ait IhcOTrie Stsfcs of Elderly Mprbved, 
ftiit Several Groups Stall Pcxs* 



Overall, the incomes of tihe elderly have risen substantiaily in recent 
y^ars. Iti^ite of thisim^ 1984, 3,3 mUUdh elderly 

individusds stiU fvaA incomes bdow the poverty levd. Also, pother 2A 
inillipn elderly had incomes betfi^n the ^yei^ line and 125 percent of 
tiie pom^ Inte. A i^propOTtidnate ^ wmi^iti ininOTit^ and 

incdviduals age 86 and older are repr^ented among these elderly poor. 

Much of ttie improvefnent in Qie ecdiiomic status of the elderly has been 
due to the growth in Sodal Security and public and private retiremait 
b^efits. Reductkois in public prb^'aihs could offset the eooh^mc gains 
many elderly have made. 



Status of Elderly 
Lsu^ely DU^ to More 
Public Support 



B^een 1969 and 198^^^ iiKTBased fa^ 18 {^rcent for 

^^riy fazmlii^ami^4 1^ &t ^deriy md^ndusfls, aft^ s^ustihg 
for infiatiQn.^ During this time, the income status of the elderly 
improve substwtially dtie to a gen^g^ incnrease in income and improve- 
ments in Social Sedui^ benefits (particulsa'ly benefit increases betwecai 
1969 and 1972)^ and emplc^er-sponsored pensions.^ 



In the late i9701s and early i980's, economic stagnation slowed real 
income growth for mc^ ap j^rdups, but real income for the elderly rc^ 
sldw^ during this time becausMe^a^ Sodal Securi^ cost-of^livii^ 

a^tistitianits, whidH began in 1975| k^t the real iiieome of retired eld- 
erly frcrni detdiiiing. Also, elderiy who retiitkl duriiig tiiat time had life- 
time earnings records and thus higher benefits than those who had 
previously retired.^ 



This increase in the income of individuals age 65 and older meant that a 
smsSler propoitibh of the nation's elderiy were in poverty in 1984 titan 
in the late 196b's. In fact, the poverty rate fbr the elderly was cut nearly 



^Eid^ families ocmsist of famiiies oonyxMed Gi two or more people that include at lea$t one perscm 

66 or^ildia^ indivtdoab are p^ple 65 or otifer living aloE^ or iwitb nonrels^ves.(l4ncy 
Gferdcm, CBD, Stirtement before tl^ House l^bo^nniittee oh Health and the EEivtix>nment, Cbnunittee 
on Energy and Conuneroe, Mar. 26, 1986, pp. 2-4.) 

^IJ5. Sena^ l^^^al C6inmlttee_oh Aging, Aging Araeridu Tr«ids arid Prejeetions (1986-6 ed.}, 
(Washington, DC.: 6P6, 1986), pp. 64-56. 



^VS. Senate, Special Committee on Aging. 
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in half, from 25.3 mem in 1969 to 12.4 per^ht in 1984. In compar- 
ison, the rest of tfe popnlatibn experienced an increase in poverty from 
10.7 to 14.7 percent during this time frarne.^ 



More Sderly, howevar, remain near ifliejjoyerty level than do other age 
groups, to 1984^ almost 3Q^^p^ over 64 were in house- 

holds 1-5 tim^ tifte pov^^ thr^hold (cmnpared to 24 percent for 
persons 64 and younger). In 

inodmes 1^ than twice tt^ poverty ditoff (compared with 35 percrat 
for tl:^ nohdderly population).^ 



Slii)pO]i: Shifted From The impro\^ econpniic status of the elderly r^ulte from a sW^ in 

Ihdividusil Resources to retiranent inrome sup]^%^iiharily from reliance oh individual 

Public Programs resourc5es to public programs. Prior to the 1960*s, the elderly depended 

to a gtBsyter exten on teicdme from eanungs^ famHies, ot charities. Since 
theivsna^ puhUc i^pgrams as Sodsd Securi^, M^care, and ssi have 
become critical to the retirement income status of the elderiy. 

As public programs providing su^9rt to the elderly have expw 
iJiere has been a corile^ndiii^^ from employ- 

HK^tHus is due in part to econonuc cmditions, improwd retirement 
baiefits, and finandsd mo^tiyes and policies iii Social Secitri^ and 
mployer-spcH^^ plans, which encourage individuals to 

retire at age 65 or young^. 



In fact, the number of the elderly in the labor force has dri::^^)ed dramat- 
ically, fa 1950, nearly one-half of all men 66 and older were in the labor 
force. By 1980, that percentage had been more than cut in half with 
about one-fifth of elderiy men in the labor force. Among women 65 and 
older, labor force participation remained stable during those years — 

^In 1^, thepcmr^ttuiralw 

two-poim hmehb^ threshold was 16,282 for thoseheaded by an dderj^person (Gonion, pp. 
^Li^g^a^idingoii method Is used, esbmatea are that in the pov&ty rate 

anKxig die dderljr woubUiavebera reduced bet«vecn 40 and 80 pero^t if ih-Idnd bgi^ts (mi<$ as 
food iftan^ Medioii^^lledacau)!, ahllulHic hoitt^jn^grai^ were ocnin^. SeeBureauctf the 
Census. Estoates of Poverty Induding the Vahie of NoiKash Benefits; 11^ (mtBhingtoii, D.C: GPO, 



^Quiim, Josei^ P., 'The Economic Status of tiie^btoriy: Beware of the Mean/* to be published in a 
forthcoming issue of the Review of Incomemd Wealth . 
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s3>6ut 1 in 19 were mpioyed. bi 1985, about 1 of every 6 eld^^ 
men and 1 of every 14 elderly m>men were in the U^i* force.* 

l%ca« also has be^ an inarra^ 

liboi- foroe par£^Effi^n 60 to 64d^&ed fi dm 86 pe^oit 

in 1969 to 57 percent in 1984. In the i960's the portiipsdrai ra^^ for 
n^a@ 56 to ^ fOao defied, fit>m 92 f^rterit in 1960 to 81 percent in 
19^. Tl^ rate &c men age 60 to 54 also ^owed some decUne fiv>in 95 
percent in i960 to 89 perorat in 1983/ 

Among ix^oi, tiie eari^ re^^noitur^d is 1^ dear. Women with 
Icm^^mn Jobs mi^ leavit^thMe lab(a^^t^i^ ^Uo^^t ai^^di WanA 
h^ be^ lai^^ bf&et by increasing labormarlret entry. Even so, the 
VOxfr fOToe lOftidpaaQn of ^i^nen 60 to 64 decliii^d sU^tty in the 
1 97b '8 &dm 36 pereoit^ 1970 to 34 p^^ bt 1983, while that of 
women age 55 to ^ grew much more sluw^ tluin in the past " 



disMbution of ixKxniie leyi^ ainoiig the ddeHyis^ fit 
1984^ 20 pa oHitof (^d^iy waj^ had tii^i^ of 130,100 and tSove, 
and 20 percent of elderly Indviduals had incomes of $13,7P0 or niore. 
At the ot^is' ^d of the di^rU>utidii^ 

$10,100 in income, and one in five individuals had las ttuot 14,200 (see 
table 2.1). 



Tibto 2.1: IncoiiM of th« Ekterly (1964) 





Qlilllllli fln Dsit antil 


RanMof 1 


nconM - - 


bOWMt20 


t^than $10,000 


ten than $4^ 




$10,100^14,448 


$4,200^799 




14,450-20,^ 


5,800«6,048 


6B-7r 


20,100~X,099 


&,050-13,699 


80-100 


a),100 and up 


13,700 and up 


Soarce: G8D calediitiom bn 


led on the Corrwrt PoDohtton Snvsv. Mv. 19K. 





Actaonr. EconoiiitePKriec^^ Stixty No. M» Jan. 

I^. 73-74. 



Income Levels Among 
Elderly Widely Varied 



GSiplerJg : jijz: 

Bedreneiit Inooaie ^stiB of Bbterly 
Inproved, tat Seven! Gmqw SdU Pom 



Utis di^>arity cduldj^w larger in tirte fcture- As described below, 
Sb(^ Securit^y and public asdstance represent nearly tliree-foim^ 
the uncome of tiKK^ ejderiy below twice the povorty liiie and mily about 
one-fifth of ttie income of tiiibse ^ose ihcom^ ^ceed three times the 
poverty line. The elderly with Mgher inc^ mc«Uy on inerate 

from ass^, eaniinp^^d m p^isions.^ if the rate of 

^wtit m Sbdal Security benefits and pubUc as^lsta^ in the 

fiiture, it ^ likdy tihift inoome f^^ low-income elderly will hot ^w as 
f^ as ihoffi^^ jtiq^ groups. As a result, the income gap 

between the two groups could e:i^and.^° 



Sources of Mc^Iie Vary ^ most dder^, tiheir ea>nonu^ status is det^nmied in laige part by 
htr ttinrimo Qf-siti ic past involveft^t in ffie work force, the amount of assets they 

oy lucoiue oiatUS accumulatedi their private pension coyei^, whether thj^ own their 

home^ and tew mudt it is irortti." Qvco^, ttie ^«ay receive 40 percent 
of ttu^ total income from Sodai Security^ 22 percent hxnn assets^ 19 
percent fn^ earnings^ 7 percent from private pensions, 7 p^e^t fibih 
pubUc pensicms, 1 p^t^t ftwn public a^^istance, and 4 percent fipom 
other sources." 



Heavy Reliance on Public in 1984, there was substantial reUanxjeby the elderly on such public 
fiicome Programs Found malme «sciu^ pi^iim Social Security wd ^, particularly among 

those whose income fell at thei bottom or middle of the income scale, 
^^ng eld^ly individuals, the ^p^rttm of mcbme from public pro- 
^"ams ranged from 93 and 89 percait f the two lowest^ income groups 
to 22 permit for tlielughest income gimip^ Among cbu^^, ttie pibpor* 
tion f rbm pubia^ ranged from 86 and 70 percent for the two 

lowest inoqme groups to 18 percent for the highest income group (see 
table 2.2).>3 



^Gordon, p. It. 

Wv^t JcSm L, and^ephttnie G. G»xld, Eo^mic C^ameavmoa of an Agitig Sodety.*' Daed- 
alos. Vol. 116. No. 1. Winter 1986, b: 317 

^^^tiK^^^rdcNi *^odaI Stnidfi^^n and A^nfc - Handbookirf Aidng and the Sddal Sdenoes 
(2nd ed.), Robert H. Btnatock and Ethd Shanas r«l.) (New Ycwrk: Van Noatrand Reinhold Co., 1985), p. 



^^Chsi, Yong-nng, "EoMumUc ^atu^ Handfeofc^df jaitf and^ieS^ Sdqtoes (2nd 

ed.J, Robert H. Bbwtock and Ethel Shar^ (ed.) (New Yoric: Van Noaomd Reinhoid Co., 1986), pp. 
663-664. 

'SGonton. 
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tabte2.%J^mn|MriMn of Soureat of 
IncoiM Botwroon High* and tow* 
IncofM Eklorly(l984) 





Pm^ntftom pubne 


bicoins groiq> fquititile Bf pereents) 


Couplei liMflvidiiali 


Lowest 26 


86 §3 




20-39 


70 89 


4059 


56 77 


6BJB 


37 53 


80-100 


18 22 



Includes Social Secarity and means-tested transfers: 

Source: CBd (^culatbhs tased on the Current Population Sorvey . Mar. 1985. 

The pr^tun ttiat provid^ most support for ttfe eldefly with the 

mecHi^ was Sbdal Secim^. Aim>^ cbtt^^, Social Security r^ 
resented 82 percent of income for t^ 18 
pin^t &r theJi^est ino^ 

Sediri^'s share 76 permit for those in ^e jowe^ income^^up 
and 22 peroesit for the highest (see table 2.3). By compa^^ for the 
h^^ n^^tuB^^p^, assete w^ tlie most imik)rtant source of income 
with 38 percent of the income for couples coming from ass^ and 49 
percent for individuals coming from a^e^ O^ee Sgs. 2.1 said 2.2).^^ 



Porconl of total iticomo 



eoupi— 



IndMchiala 





LeJaliwii 


$30,100 and Li 


Mthan 


$13,700 WKl 


SduKe - 


$10,100 


op 


$4,200 


up 


Social Security 


82 


18 


75 


22 


Pension 


5 


i^L 




16 


Income from assets 


6 


38 


3 


49 


Earnings 


2 


26 




12 


Means-tested cash transfer 


3 


0 


18 


0 


Other 


2 


1 


2 


1 


-foul 


100 


100 


100 


ioo 


Source: CBO calculations based on 


the Cwrmt^bDulation^UFvey, Mar. 1985. 







**Gordon. 



Fife 22 



S4 



GAO/KUm-ias BUeriy Needs and Coete 



Inqnoved, bat Semnl Gionps Still Fdor 



Ftigan 2,1: Sbcuce of Efttorl^Couple ^H^B^Hi 
Income by Income Level (1984) 

100 Percent of income 
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Fi0i;^ ItSt Source off Elderly Individual M^^^^^^H 
income by Income Level (1984) 

1 00 Percent of I ncome 









tMtthan 4,200-5,799 
4,200 

income Range (Dollars) 

Means-Tested Cash Transfers 



5,800-8.049 



13,700 
•nd abovo 



K^^l Pensions 
^^^B Social Security 



With resi^ to tJie n^^ 

Bureau of the Gensus survey of income and program participation show 
variability in distribution (see table 2.4). Net worth is defined as the 
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"nibki l4: DliMbutiori of Nat Vltorth 
Among m EMorly (1984} 



vSueof^ts covered in the survey less any debte (eilfier unsecured or 
secured assets)." 



Popufption 

Not^gfe J^^^ 



0to$4,999 ^ 

$5,000 to 9.999^ 

18,00ato24,999 — ' 

25.000 to 49,999 — ^ 

50.QQ&tQ99;999 

100,000 or more 3^ 

— IKB 

Scarce: Boreau of ttie Census, gate from th e Surv ey of Income and Pr^^ F^iripatinn 



Support From 1^1 Available for low-inline individuate, meara-t^ted ca^ transfers fromm were 
to Lbw-Ihcbme Elderly important sources of income, but 1^ so for cquples, asi benefits 

accounted for 18 percent of the income ttie ^up of lowest income 
individuals and 3 pereait for ttie lo\^ income couples. 

Not aU elderly pror are ^ble for th^ braefits. aiacted in 1972 as an 
amendment to titie XVI of the Social Security Act, ssi is a federally 
fimded_program ftati)rovides a guaranteed miramum income to ttie eld- 
erly^ blind, and disabled if ttieir income falls below fiederal |X)verly stan- 
d^ds aaxi their assets do not exceed specific eligibility CTitma." 

Even when iiicUlvidu^ qualify for pubUc means-t^ted bMeFits, r^iahce 
on tti^programsjjften melunsMl^is^ si loi income level below the 
poverty line, fc 1984, despite a recent increrae in federal basic Isinefits 
paid by SSI, those benefits were 75 percent of the poverty threshold 
income for individuals and 96 p^^ht for couples; Only 4 states pro- 
vided state supplments to si large enough to bring the total b^eiit 

'"Bnimtof tte Cenaifl. Houaaibld^t^fli m d Awet Ownarfite; tM4 ftora Qie Survey of 
Income andTix«ram Participation (Washington, D.C.: GPO, July lUStt), gp. 18-19. Assets cov^ 
Include taterat-ramlng assea, stocks mutual fiind shansj i«al estate fown hrane, rental i»oper^, 
varauon homes, and land holdings), own business or profesdon, mortgages h^ by sellers, and motor 
vehicles. » 

'^Gordon. 

i'M- ??^> Spedal Coitunittec bri Aging. Ilieaip plentental Security facwne Pnxrata: A lO-Yer 
OwFvlew (Washington, D.C.: GPO, May 1984), pp. 15, 18, 19, 47, and 
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Betirasiait bieDiiie Status of lader^ 
Imiurovedt bat Sevenl Gronps Still Poor 



above the poverty threshold for individuals, md only 11 states provided 
^ugh to bring ooupic^s above the poverty line.*® 



Poverty among the elderly is centered in certain subgroups that make 
up a lai^ j^rtibh of tiie poor elderly popiilatibn. Three stich groups are 
v^men^ minorities, and the oidc^ elderly (those 85 and older). In 1984, 
3.3 million or 12.4 percent of the elderly had incomes below the poverty 
level. Of tti^ individuals witti low inc^nes: 

• For wom^, the poverty rate was near^ twi<^ the rate for men, 

• Among bistck elderly, the pover^ nrte was neariy three tim^ the rate 
for white elderly^ and 

• P^mis 85 and older were twice as Uloely to be living below the poverty 
line as per^ns 65-74.*» 



G^tata Groups ef 
Elderly Remain Poor 



Women Are 70 Percent of 
Elderly Poor 



In 19^^ the ntmber of ^ 2.4 million or 

71.2 percent of tiie Sd^y poor, a propSptibh mudi H^ict ffian ttiefar 
58.9 iHsrcent of the total elderly ^pulatiqn. Aithough the poverty rate 
for eMeHy women has b 

decades, it is still consdderabiy M^er than the rate for men. In 1984, the 
poverty rate for elderly women (15 percent) was nearly twice the rate 
for men (8*7 percent).^ 

Hie low ecmibmic static of elderly wbixieh stems from the fact that in 
the past many women did not pai^cipate in the labor force or had inter- 
mittent patterns of emplc^Kient or short job tenjyure^ Of those women 
who did hold jobs, many were m occtipatim^t^icaUy hot oivered by 
emplc^er-^nspred pt^ plans. If they did work where they were 
covered byva pcsisibh plan, ttiey may not have stayed in one job long 
enough to have become vested or eUgibie for retirem^t benefits. 

Due to these different factoid, pension rec^pt fbr wcnheh is mucit less 
tlian for inen; thus is fUsojrye for minorities, who have lo^r pension 
income tiian whites, fiti 1983, white elderly men ronstitut^ the^oup 
most iikeiy to be recdving a pension and were four times as likely as 

Programs Within tiie ^Jm^ctton of the Committee on Wg r s and Means CWashington, DC: GPO, 
Mar. 3, 1986), pp. 77-78. 



^^U.S. HocHe of I^r^entadvs, Committee on Wsys and Means, p. 77. 
^^U.S. House of Representatives, Committee on Ways and Means. 
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black elder^ women to be p^ioned. & tJiis sjone ye^, among the eld- 
eriy , 44 permit of white men were receiving income from a private pul- 
sion, followed by black men (24 percent), white women (21 percent), and 
black women (11 peroait)." 

^^use yromen t«nd to live Im^er ttian ineh, they are also vulnerable to 
beconung poor after the death of a spouse or divorce. Among ttie rea- 
sons their income is lower are: 



Sbdal Security benefits paid to a. surviving spouse are typicSly two- 
^Irds of tJte amouitt received pre^aously hy tlw couple. 
Wmnen who are divorced, if their marriage did not last 10 years, cannot 
receive a dependeiit spouaiB's Sodaa &euritybehefits.22 
I^yal«paisi£>n anhmti^ may have been foifeited in tb« absence of 
jbmt-smd-survivor benefits.^ 

If the deceased spouse had been employed, the surviving spouse loses 
the earned income." 



Blau* Elderly Three Times 
as Likely to Be Poor as 
White 



Although powrty ^ong black elderly hasbmi reduced considerably in 
the last two decsMies,^theirpbVCT^ rate is much larger than the rate for 
whit^. fii 1966, the powrty rate among elderly black men was 52 per- 
cent and among metly blackwomeh 57 perceit. By 1984, the rates had 
beoi reduce to 26 percent jimong the men and 36 percent for the 
women. Overall, however, the 1984 rat^ Were stiU nearly three times 
that for white elderly (31.7 percent among blacks versus 10.7 percent 
aoneng whit«).» 



For both m£U7ied imd single pei^ of elderly blacks was 

lower than the income of elderly whites. The median income of black 

"GAO,p.25. ■ 

^^^S^S- I^wiWM», "TTie^wio^^ Milbank Manorial Ftrnd Qua ftiirlv. 
m ra, No, 2i 1886, p. 402,^andLUA Senate, Special eommlttee on Aging. Devaopihehts in 
1M6. Vol. 1 OStoWngton, DC: GPO, 1986), p. 22. t-s>«2i23^. 

ggajofai^^jirvivOT amiul^ is dected at toe fime of retirement, the retiree m^yp lower 
numdily benefits. If the retifee dies, the spmise will amtihue tejhreeeive benefits often rtitotiier 

le\^,^n» inort iwnLdata avai^ that 58 percent of married men and 32 percent of 

married wwnen who retired betweoi June 1980 and May 1981 and were receiving a pension opted to 
reoeivejoint-and-survivbr benefits. ■<> j~ 

"Atkins. 

"U.S. House of Representative, Committee on Ways and Means: 
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bqvofved, tat Several Groiq^ 



^upl<^ ^ras 60 percent of that of white a)upli^, and black siii^e indi- 
^duals had median inromes equal to 70 percent of the medistn income of 
white single individuals.^ 

Tlie reaspns f or the low^ incomes am^ biacl^ were sindlar to those 
for w^ai. They were 1^ Ufcely to have had jobs covered private 
p^isims and, even if th^ did, w^ 1^ likely to have accumul pen- 
non rights because of shorter job tenure or lack of continuous 
CTiploym^fc^ 



Of Those 86 and Older, 20 
Percent in Poverty 



Econoirdcaily, the 86 imd older ^tmp, whidi neafly 70 percent 
female,^ is woi^ o^ than the youn^ elderly, 191^^ elderly families 

85 and cAd^ had a nuadttait mccone^y two-ttffi^ as large as the famt 
lies in tiie 66-to-74 age group. Far individuals, those 86 and older had a 
littie 1^ tiian 80 percent of the median income of individuals iii the 66- 
to-74 age ^up;^ 

More than one in ev^ five people (21.3 pere^t) a^ 85 and old^ w^ 
in pov^erty in 1983t ccmpa^ to sdbgut ii.9 percent ^ the 65-74 group 
and 16.7 p^^it of the 75rfio^ a ge gro up. AnotliCT 22.4 peroeiit of the 

86 and oidar ^roup had incom^ between the poy^ty line ard 1 60 per- 
cent of the j^v^ty line, compared with abmit 13.4 percent of the 65-to^ 
74 age group said 20.2 peimit of ti^e 75-tch84 i^up.^ 



Gmnp^^ with the younger grcHi|», thejlder^ 86 and older were more 
iiteiy to have Irat a 2^01^ and the income of that spouse and titus w^ 
more likely to be poor. Of all persons 86 and older^ 76 percent were wid- 
owed.^* Unrelated individuals, who tended to be older than the elderly 



2®Chen,p.664. 



?Longino» ChvleB Jr.. the Oldest AmericaiMi; State Profiles for I^>Based Planning ^ <^ter for 
SddalRj»efiit^ in Aging, Ui^ Fls.: June ld86) (a final report for the Andrus 

PbiiiuiiUibiv). 

Seimte, Special Committee cm Aging, Aging An^cain. p. 45. 
^^^Lon^no; see also Addns, p. 2^. 

^^VS, Senate, Spedsl Committee on Aging, AgngAnolcan. p. 50. 
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living in fainiIies,^Fe ^ more likely to be female. An elderly iinre- 

ii^viduai was more than three times as likely to be living in pov- 
er^ (24 percent) as an elderly persmi who lived in a f aihily (7 
percrat).^ 



(^e ^latiatidn for the ^f^-^ices in inrome betwe^ the different age 
^ttps of elderiy is that ttae younger elderly had h^er incbiries wiafe 
md csjnsequentiy hi^CT^ behefite. Abo, ma^dmum 

bene^ Sboal Security have increousedi and the younger gisups 
of eidc^iy have bt^efited more from the improvments in mplbyer- 
^nsored pension coverage tiiat took place during the i96d's and early 
1960's. 



Eoononuc Outlddk for 
Elderly Difficult to 
Project 



It is d^flcuit to proiect the^role that vmous ini^iie soured im pVa^ in 
the fiiture force partidpa^n rates coft- 

^ue to dedlnei tiie importance of eanidbrip^^ma^ dedine. Because few 
^yate prions are wtomati^y a^^ted for ix^^ the role of 
pensions for ^Ide^^^^^ are already retired wiU 1^ itf^g^^ by future 
r^ea of inflation.^ Also^ p^ covei^ reo^tiy dedined from 56 
percent ml979 to continues, a 

smaller number of ddeHy (opmpanect with those currently covered) 
could be eligible to receive pensi^ when they retire: 

Current pr^e^ons show both Sodal l^urityjm^^ pensions 
increa^i^^hrffii^ for both men and wothot.^ Tb^ lai^est 

increase among individuals 66 and older is expeeted in average Sbd^ 
Security payments to men age 68 to 71, who could expect ah increase 
fiom an average of $4,972 in 1982 to $7,831 in the year 2020 (in con- 
stant 1980 dollars).9<^ 

^te 1 Wl , on|^^m^<£fyi wero in p&^n plim that pmdded fbr autoifii^c 
jna^^sM to panskmJtenellts to oonqiens«te Has in.the ax^'Of-Uvl^. See Bimui <^ £^atis- 
ggP^^ ^^gfHa til Medfti m andLar teanns.^g8t rWaahih^ QPO, Aug. ii82}, pp. 8- 
^^j fowey er,poBtag|te^ are frequently pro^vided4>nw jod hoc basis. Emily 

Andrews. The Changing P>ofBeof teMtemi ta America fWaahtr.irt»n. D.C.: Employee Benefits 
Rwst^ ImttuCe, 1086), pp. im24. 

^Andrews, p. xvti, 

^^ZaUcwWta^ R, *Th^ Private r^on System to the Y«ff2020/* Retiimen^MidEgMM^ 
Mffi^gJiairy Aaron and Gsry Burtless, eds. (Washington, D.C: The BnwkingB Institution, 1884}, 
pp. 326^27. 



^Row, ^%glnla P., et al., p. 26. 
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Ilie indcnn^ of ^deAy blac^ are projected to remain low illative to 
el^ily whites. Tliis is blaclcs are prc^cted to hold lower paying 

jb^i^toov^B^^ p^^mij^^ and to hei^ ffl^y feoabeit-_ 

muiate pend^ylgtriB be(^^ 

@t^l(^iiHgn The &taire j^^tiire fdrthe fast^ |r jwu^ 

nieMt of Qie ^^^y pbptdationy Sve group 85 and old^ seen as one of 
gradual imjarov^imt in the next two d^^es due to tlieiiu)y^ent of 
^ ewt^ mm ^Bi^t ^^y into Sift Imt^^ Dtfs imf^ver 
ment may be short Uved, however^^ behind them may be individual 
who are eoonotnically lio better otl.^ 
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HHgh Cost of Acute K^dical Cai« Is a M^jor 
ftDbloTi for Scsme Elderly 



While the ovei^ eebndinie well*beixig of the elderly has im^ved stg* 
hi&antly dv^ the pa^ decades, the nang ooste of healtti care pose a 
m^or threat for some indiyiduals. In partic' ilar, h^^ dUt-H>f-iKk^et 
healttt ^sts oin det^ tti^ ^deHy wh^ hiccmies have remaihed below 
or near the povaty level from obtaining care. 

Such 6ut*6f-pod^ health c^^^is^ coidd increase in the ^ture as a 
ifsult of measures to reduce the cqeits of Medicare's Hospital Insurance 
pfb^^. Svs^te of rec^t sucd^ses in cutting pro^rarh <x>sts, tiie hi 
trust fiind is progected to be depleted in the kite 1990*s. 

Because the elderly are at peat^ risk of nec^dtog health ome resources 
t^aii are individuals youiv^ than 65^ the aj^iig of the pdpulatidn is 
Uk^y t6f^ttttihlugh»'hati The resulting 

increase in expenditures ?irill add to the problems some elderly already 
experiehoe in paying for healUi care. 



When judged dh tiu^ measm^ of hedtli status--pen^ived health 
i^atus, 4ays confined to bed (due to Uhiess)^ and limitation of activity— 
the msoOT^df tiie h rac^g £r tiie_emuhttm^ m 1984 were in good 

healthj according to preliminary data from hhs*s National Health Inter- 
view Surv<^^ TBut d^pi^ tiiis p(^tive as^ the elderly are at 
much greater* iisk of lu^eding healSi care r^ui^ than are ihdividu^ 
under 66. As a result, the elderly use more health services and have 
hi^<^ health care ^paiditur^. 

For iit^ance, individus^ 65 aiid older use more hc^in c^lre than^c^ 
tite gei^ral populstio^ Altiibugh in the Isst 2 yeare totd admissions in 
short-stay ho^itals for the elda*ly have decreased^ their ho^ital utili- 
zatimi &om 1966 to 1983 bioeased 60 per^t ^hpared witii a 10- 
percent increase for the total jp^uiation.^ 0^ the past decade, surigical 
adnUssidhs of patic^^ and ^der increasi^ compart 
with a 49-perd^t ino^ase for all sui^cai patients.^ 



'Kevar, M. G., **Agihg ^ the Wj^^^^^B^a^iuy the Su^^exnmt i^ Agiiig^to the National 

Health Interview Surv^ tinited Sta^JanaarynJune li^84," Hi^, National Center for Health Statia^ 
tia, Aih^aioeDtta. No. 115, HiQr 1, 1986, p. 6. 



dedicate became effective Jtdy 1966. US.Seiuite^ ^xdal Gomntittee on A^kng, Aging Anrerica; 
TlwdsandPitfectioiS,^ (M^iahingtem, D.C.: 6P0, 1986), p. 99. 



^National Center for Health Servioo^Koearch and Hodtht^ Ttehnology Afflessment, ''Sui^stad 
MortaUty Dropa for the Elderly Deq;>ite Admissions Rise," Reseaich A^vitiea. No. 79, Nov. 1985, 
p. 1. 
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Use of phyai(^ servi^^s^ witft ike ^tti^t's age. fii 1983, 

indmduals age 45-64 a^^ra^ 6.1 doctcnr yi^ts a=$^ compi^ 
7 A vi^te fcr perrons age 65r74. Qvei^, p^^ 65 arid older visit a 
pliysid^ol^ptt tian^ fo^^ five visits by the g^erai pcp^lation.^ 
Use of other health qure services (exc^ dental caur^ also ihereas€» 
]pnth ap. For pr^criptibn dn^, aids, and medical equipment and 
sup^^, tite dd^ly hsr^re higher rates of utilization than does the 
younger pc^ulation.^ 

W^iin the dd^iy p^ulation a&weU, hedth cai^ titilizatidri increase 
with age. FV)r ^mple, in 1983^ dd(^y, f^res^ting 12 pei^t of 
tiie popidaiion, accounted for 29 percent of aU ho^ital discharge. Ihdi- 
^duals 75 and oy^ (4.4 percen !or 15.1 

pei^earttMj^^ Mao, die rate of hospital days per l^OOO 

individuals 85 and qldj^ m& ldmoit that of the 65-tb-69 ^ 
gipup^^ In l9S4,_of_thos^ lt^a§g in titie onnmunity , 18 percait age 
66_tb 74 liid been tu>spita)i^ duri^ the year, compaiBd with 25 per- 
cent of those age 85 and older.^ 

Siitce the eid^iy giarticularl^ the oldest^ amttte high^ users of h^Oi 
(»ie^ the g4t>wUt in tite ^pul^^ a^ 65 ^d older is c^ain to fiirther 
marei»e ui^^ adding to the rate of prc^ec^ 

ctemand fo^^ ax^itu^csa advim^ tirii^ have faulted in 

^tt^ dia0[^es muj ti:ei^eht of disuses that affect the elderly. These 
advance have conseciuently increased demands for services.' 



hi li^t of tedmological advanora, biomed^ brealcttira and 
he»ltMer iife styleSjrhov^ heafili care 

utUiza^oh m^ to be mu)dified. All tli(»e factors could help prevent 
or cthtroi some diseases or illness^ which could reduce the future heed 



^VS. Soiate, Oxnimittee <m A^ng, i^. 99, 101. 
^US. Senate, Special Committee cm Aging, p. 102. 

^ifovar, p. 6. 

^AsahexiB^ae^aa^^ l^andCensasBotBau 
po^il^tion pntfedissnB, the tot^ 

47 penmfhmi 1980 U) the 2000. SmU^ 102. 

Danld R.,^and C. L»»i^ *^»«)gnq[mtc Oianustaittia and Health Care Use and 
Expenditures by the Aged in the VS.: 1977.1084," H^JthCwfteandiy ilte^ FM. 1984, Vol 6, 
No. l,p. 27. 
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for^are^psutfc^ institutibn^ esxe the other hand, some 
studies predict tS\si the increased life s of the oide^ ^Ideri^ could 
r^ult in draii^ increases in the for health semc^. This would 
be c^is^t^t witti^hds dv^ ttie past 26 years, whidi show dedining 
mortaiity rates and rising morbidity for middle-age and older persons." 



The increase in h^th care utilization due to the growth in the ^derly 
p^iflati^ sQso win have an effect on tite nadmi's total healtlt care 
esqx^nditures, wtddi are already hi^ In fact, ^^ending for personal 
health care for the ^derly has almc^ tripled — ^increasing iToih $43 bH- 
lioh in 1977 to a projected $120 billion in 1984; In that year, persons age 
65 and oyer accounted for one-third of all personal health care expendi* 
tures naticnaHy.^ 



PubUc pregraicis financed two-ttiirds of &vd 1984 perscKtial hetiffi care 
^^ndiUm^ for ti^ elderly, Medirare, which provides health insurance 
t^nefits for most indiyiduals age 65 aiid older^ pays almost half of the 
^derly's tot^aheami biH«^^ gnpi^jit^ ^ under title XVm of %e 
Social S^urity Act, Me(ficare cpmpit^ theH 

and the Supplementary Insurance Pro^^ant Medi^tre has a uni- 

f c .ih eUgibili^ and bamefit sbiicture and makes {nrotection available to 
insured persons without regard to their income or assets.^^ 

Medicaid, wMch represent the oilier large g^ SM^tnx^e of funds 

for pei^dnal health care, is a federal>^ate pro^^ that paid about 18 
percent of the eld^ly's total e^ 

nureir^ home c^). Established in 1966 imder title XIX of the Social 
Seraxi^ Act, Med^d provide medical assistance to certain categories 
of Ipw-inonne persons, induding the a^. In recent years, the numter 
of Medicaid recipients age 65 and over was estunate^ to rai^e from 3.5 
to 4 million, most of whom were also enrolled in Medicare. In 1984, it 



^*^vl8, Kur&u "Agtag and the Health Care &8tei.i: Kobndmic and Siructurai bsu^," Daedalus, 
Joomal Qi the American Academy of Arts and Sdencxd, Winter, 1986, pp. 236, 240. 

^ ^ ^rwe^ Jphn W,i ''Medi(»l Pr^nns - Health Care of the Elderly^" The New Budand Journfl of 
MecBdne, Vol, 312^ No. t3« ilar 28, p. 828. Dorothys P. Bioe, "Uving tmg^ tn the United 
States: Health, Sbdal arid Eobnbmic Implications,'' TheJoyrna^<^4^fea^R'ac^ 
Vol. i. No. 3, 1^.164*166. 

'^Waldb, Daniel R., and Helen C. Lazenby, p. 8., and UJ3. Senate, Speotal Committee on Aging, Aj^ 
Ameridu-tlrendsahd Projections^ ld85, p. 103. 

'^Waldo and Lazeht^, p. 1. 

'^b^ullivan, Jennlf^, Medicare; FY 86 Budg et, Gongressi(mal Researdi Service, Jan. 24, 1886, p. 1. 
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was estimated that state and federal Medicaid expenditure for the eld- 
erly totaled $15.3 billion, 

Other g3vernmsit^j^^ pnmanly those of the Veteraiis Adminis- 
ti^tmi C&y, paid sdx>ut $3;3 billion in health ^iq)enditures for the eld- 
er^ in 1984. The health care syia^m provided care ttirough its 
h(>si>ital colters, butps^^t dinira, and VA-operr.sed and ccmimunity 
nursing hom^;!^ Over the next 20 years, the cost of ^Si health <^ is 
projected to rise dramatically because the average age of veterans will 
ihd^ase sipiificantiy.i? 



Some Elderly Face Incr^ng health care costs repre^nt a grdwing prablem for tiie eld- 

m&i Aiit-nf Pri/* W erly— particularly the elderly poor Even with substantial federal 
iMgtt vuL-ui-rucKCt spencUr^, one-third of health spending^fqr^reons 65 and older is paid 

Costs for by the elderly thmselv^ or their f sanflies, «thef in tSe form of 

direct payments to sservioe providers or as premiums for insurance.'^ 

Some of this outHDi^oN^et s^^^dihg i^utts because the beneficiary is 
regmred to pay coinsurance and deductibles for Medicare-i^ ser- 
vices Jta other cas^i Jit is due to ^qp^ditiun^ for services hot covered 
by Medicare. Me^oure dbra not cover dental care, prescription drugs, 
eyeglass®, hear^ aids, or routine or preventive medical care. Also, 
because Mectic^re v^^ pilmarily is aimed at acute care, older Amer- 
icans are at risk for significant long-term care expeni^.w 

Fot 1987,_«ir^e^vrihahd£d lisk for Medicare-covered services is pro- 
jected to be on average $700. These expenses could range from $250 (for 
the 34 percent of enrollees who will use no reimbursable services but 
will pay Medicare premiums) to $14,270 for the one-fifth of 1 percent of 
the elderly who will have hospital stays long enough to draw on their 



^^Waldo and I^izatby, pp. 23-24. 
'^Waldo and Lazenby, p. 24. 

"VA, Cariitf^^v ^tfA^elenm^ (Washington, D.C.: GPO, July 1984), pp. M4, fi-10. 

^^Gordon, Nancy CBO, Statemerit before the Suboommittee on Health and the Environment House 
Qmunittee an Energy and Commeroe, Mar. 26, ld86, p. 13. 

^^HTO, HQ!A, Office of Research and DembhstratibrB, Medl^mand4ilea<atid Data Book. 1984 
(Health Care Financing Pix)gram Statistics) (BaWmore, Md.: June 1986), p. 5. 
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lifetime r^rv^. Glder ^irbUees are ^pedaUy M&y to face ft®i per- 
scmai financial liabilities because a ^^ter percentage of the population 
85 arid older has multiple hospital admissions. ^ 

Al^ Medicare's inj^tient deductible has Ino^ased becaiii^ the average 
length^fst£^ 

^^tm (i^) has dropped. Be^oj^ the i^pati^t deductible is based on 
the average Medi(^ <Mjst per day^ the effect of short stays has been an 
ino^ase bi ^ d^ctible ftom 

increase will post beneficiaries about $550 million in additional health 
care in 1986.^' Sm pitjjections^^ ths^ ^ average^^ fco* a 
hcM^itai day could rise 16 percent in 1986^ which could increase tihe 
1^7 Medicare deductible patients would have to pay in 1987 to $572. 



Froblems in Fun^g In 1984, ffl peimft ^ffieeld^ 

Retired* Hesilth Benefits ^ther private suppiemimtai insurance (commonly called Medigap bisur- 

imce>or Medic^d in a^ b^tig covered tinder jM^care. Two mil- 

lim^ or 8 p^o^ of th^ elderiy, were eligible for Medi^d. About 72 
percent ^18 milUon) had piurchased some isna of priyiUs su^l^ental 
uisui^oe C^th^ as part of agim^-rgeii^a&y tiiroi^ a cim^t^r 
former anployer or imion-^r an individtud policy) to protect them- 
selv^ against out^3f^pd^ health i^c@ts not covert^ by Medicai^.^ Most 
eb^^rly ptindii^ smn^ type of Median pcdicy ^^<^ cbvm part or aU 
of Medicare d^uctible and coinsurance amounts. While these policies 
reduce some of the risl^ of eat£^tropluc out-of-j^od^t oo^^ ^ey gener- 
ally do not bHToadeh the range of servi^ covered. For these policies, the 
elderly also incur premium costs^ which averaged $300 to $400 per 
p^cBcm in 1984.^ 

l)^e smne retii^^ supplem^tid pbltei^ 

others are^vered by in^u^c^ pjUd for by their former emplojrers. 
These health instirance plans typically provide coverage for retirees not 



^Under the Jfi ponr^iiDf Medicare, hcepttt^taed bonef daria pay s deducttble amoant for eax^ qpdl 
df jllnw^ oobwii^^ for iiipftient days 61 throii^ 90, and for each of the 60 iiliitime merve inpa- 
tient daya(kKrdan,iq;). 16-16. 

^^Pn)g>ecUve Piymeiift AnttsiiMsnt Cbnimigaoii, lfecfeaie^rOT>e(^ve^Pia f in^ 
Health Care System Washiiutton^ D.C.: Fd). 1986), p. 5. 

^^Tt^^Ona^ are based on the mminstitiitibhalized eldeHy and do hot include the institutional- 
ized elderly, nuiny of whom are covered by Ble^^ 16, 18, 20. 

^Gordon, p. 20. 
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yet eligible for Medicare (because they are under age 65) or supplement 
Medicare benefits for retirees age 65 imd older.2* 

Aorording to ajrtudy 1^ the Ifepartment of tabor, in 1985 private sector 
employers psuld an estim^ed $4^ billion to provide coverage for retirees 
^ tiiefar spouse and dependents. These plans, which cover an 
mated 16 perc@rit of thepdpuls^n over age 65, significantly reduce out- 
of-pocket heaMt costs; most, however, do not cover long-term care.» 

The Cdste for funding retire^' he£dSi b^efite have escalated because of 
tiie trend over the last decade for individuals to retire ea-ly and the 
increasing size of many rompa^ rete«e populations. As a result, 
rt^y enployers have sul^equaitiy s^m^bed to eliminate or cut baSc 
baiefite; until^rerantlyi court rulir^ have Hihited en^loyere* righte to 
alter health benefits for tiiose already retired.** there is also concmi 
that th^ health benefits will be unavailable if Uie employer go^ out of 
business or stops providing tiie coverage bemise of costs. 

Additionally, there is no n^cdiaiUsitito insure tiiat funds will be avail- 
able m the future to pay benefits. Unlike the protection accorded most 
pension obligations, the law does not require that employers actuarially 
fund their future costs for health care benefits. According to Depart- 
ment of Labor estimates, the present value of the accrued liability for 
retiree health benefits is estimated to have been $98.1 billion in 1983.2' 

These unfunded liabilities could jeopardize the payment of benefits to 
future retirees; if this occurred, it would significantly increase out-of- 
pocket health care expenses for many elderly. 



"Bm^oyee Peneft Research Inatitute, "Emptoyer-Pald Retiree Health Insurance: History and Pros- 
gerts to ^^id' bBK Brief,No.47, Oct 1986. and Thomas D. Leavitt, "Cbiporate Retiree Health 
B^fito: Enwging bsae." Of Current latiaie^ Brandeis University, PoUcy Center on Aging, VtA. 
o, No. 1. F%b. 1966. 

^Dqwrtment aS Uboi^Ffen^ aiid WdHre BeneHts Administration, Office of PoUcy and Rbsoti* 
Eimtoyerg pMiaored Rctiroe H e aMvtosurancfc 1386, pp. 1, 11-14. 

receirt decision by the Sixth Court of Ameals raises questions about the vaUdity of these rulin(&. 
Roger J. TOroias, "Retiree Health and Ho^italization Benefits," Bifocal . Conunission on Legal Pro^ 
lems of the Elderly. Vd. 7, No. 2, Summer 1986, p. 7. 

^'Department of Labor, Office of PoU<y and R«e»d>, p. 2. 
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In 1984^ atout f peit^nt of the elderly had no prptecticm 

other than Kedieare against dut-bf-f^eket healtii care costs. More criti-' 
cally, the elderly witih lower incomes and the greatest health care needs 
are most likely to not have supplemental ii^urance.^ 

Evi^ tticnjgh hesdtli c^e ne^ rise with age^ indiyidiials 80 
ai^ Lessjike^l^ have sugplme^ in^iraivee.^f irid^ciuals SOaitd 
ol^, an ^timated 27 perc^t wili be without supplmehtal coverage £n 
1987, a>mpaied with 17 pi^cent of thcMse betwe^ 6^ and 69. And, while 
Medicaid c^vera xnany eldeiiy likely to be m poor healUi, among tite eld- 
erly not eligible for Medicaid^ /'those in poor health were least likely to 
have private iimtrancer— 28 perc^ were mt cbvejred^compared with 
20 percent for those whose health was good or excellent''^ 

For those ^6 have neither privioe supplmehtat insursmce nor Medi- 
caid el^bili^i out-<if^|HQcket es^ndituf^ are estimated to averse 
$716 in 1987. fit omti^^ ttic^^degy with private sttp^m€»ttal insur- 
ance sue pr^ected tojqpi^d an average of $940 coit of pocket m 1987 for 
acute care* use of medical cSa^wfll be ^ater, th(^will 

^end more than indi^dduals witfidut sup^ insurance (individ- 

uals who must pay a share of the cost generi^^ are discouraged from 
dbtabmig as mu^ n^csS care as tiliey m^t btitierwise use); also, they 
will pay administrative costs for th^ Medigap policies, their rislcs of 
extrem^y high expenditure, however, will be Idwer.^ 

Tile elderly poor and near poor not covered suf^lemental insurance 
and itb^tt^ble for Medicaid £kre les^ Uki^y td receive he^th services 
becaui^ thi^ canndb afford high out-ofpocicet costs^This was docu- 
mented ma redent study Uiat examihp^e e^ df such^cc^ts dh eld- 
erly whose income "was less than 125 percent of the poverty line. The 
ansdysis a)mpared levels df illness, use of healtit servicesrand dut-df- 
pbcket experts^ for poor elderiy who supplement Medicare coverage 
with public or private insurance and those who do not.^^ 

The study found that the poor and near-poor elderly who rely on Medi- 
care diily use substantially fewer physician services^ drup, and hospital 

^®Gordon,p. 22. 
^Gbition»pp. 21-23. 
^Qbrddh, pp. 25-26. 

^^^ric, M9rc I^, and Gail R. Wilensl^, ''Health Care of the Poor Qderty: Sopplemi^ting Medicare^' 
l^GerohfelQ gist Vol. 25, No. 3, 1986, p. 311. 
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services than do other elderly who also have Medicaid or private health 
insui^ce OTverage. TTtis wmpau^^ level of utilizaion may 

accounted for by the substantial out-of-pocket €3g)ense. In addition, eld- 
erly poor with private insurance did use more health services, but their 
ability t» obtain health care appeared to carry a heavy financial 
burd^.^^ 



Medicare's Ck)StS for theeWerly are confronted with increasingly higher out-of-pocket 

Eldprlv Alon Ttipmflcintf «»ts. Medicare is also experiencing fmancing problems. Not only is it 
raueriy Also increasing the nation's largest health fmancing program, but it is also one of the 

fastest growing programs in the federal budget In 1983, Medicare 
expenditures of $59 billion represented 67 percent of total federal out- 
for healthcare, compared with 40 percent in 1973. By 1990, Medi- 
care is projected to represent 63 percent of federal health care 
«£pehditures.* 

In 1985, benefit payments for Medicare increased 12.2 percent above 
1984 levels, compared with an 8.9-percent increase in health care 
spending for the general population. Medicare spent $71 billion for 
health care benefits in 1985,«< and projections show its annual expendi- 
tures rising to $131.5 billion by 1990. Also, the number of elderly cov- 
ered by Medicare has increased from 23.8 million in 1977 to 28 miUion in 
fiscal year 1985.» 

Of the total $71.4 billion in Medicare outlays for fiscal year 1985, $48.7 
billion were for ra and $22.7 billion for smi.*" hi covers inpatient hospital 
care, posthospital care in a skilled nursing home, home health services, 
smd hospice care for the terminally ill. smi covers physicians' services 
and a range of other services, including outpatient hospital services, 
physical therapy, diagnostic and X-ray services, and durable medical 

^^Berk and Wllensky, pp. 313^14. " 

^^^J" ^ * "He""* S>«nding Trends in the 1980s; Adjusting to Financial Incentives " 
Health Care Fihancing^tev^cw■ Spring 1885, Vol. 6, No; 3, p. 11. 

**HHS, HCTA, Information obtained July 29, 1986, to be included in the Pall issue of Health Care 
financing Review . ~ • 

^^tasa^Boffl H m, etal., "Projections of Health Care Spending to 1990," Health Care Finandnir 
iwtes^ringl986,Vol.7,No.3,pp.l-2. ^ 

tlw^T'lSyiT/^"^' ^^ysMsnPaymgnts (W D.C.: Congressional Research Ser- 
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equipment.^ Bdtli parts of Medicare have limits on services and such 
cost-simiing feature as deductible^ and cbpaymaits.^ 

In 1982, dvCT 17 nifi^i aderly enre of every 1,^00 

^nroiied^ recdyed service reimbursed imder tiie Medicsa^ prc^^ 
after meeting the pn^im deductible. By 19S^j this pn^rtion had 
increased to an estinmted 660 but of every 1,000 ^iroUe^ receiving 
reimbursed services.^ 

tlw Medicare-wrared services vwies by J^e. For exsoi^le, in 
1982, 733 of eveiy 1,000 emt>Ilees ap 85 or <i^er rei^ivedi^imb^^ 
service, rompMed witti 600 per 1,000 indmduSfe^ 65-74^ 
aindunt of reimbivsemeiit user also varied by age, railing frtm 
$2,200 for iii^duals 66-74 years ^ age to $3,000 for individuals 85 
years and over.^ 



The rise in Medicare coi^ luas be^ a concern fov* several reasons. Medi- 
care e3q)^idttt]fff» have becmie an merea^h^y^^ propotlidn o£^- 
eral^^d&g,^bic^ fnnn 4 percent hi fiscal year 1976 to 7 pc»t>^ 
in fiscal ye^ 1985; th^ are pf^^s:ted to inorease to 10 percent of the 
federal budget by 1^. As a r^ult^ h|^ ^d^ defidts have led to 
pressures to reduce Medicare expenditures.^^ 



Anoth^ concern for Medicare is the projected insolvency in the m trust 
fimd^fiiite MaPdli 1986 re^rt to^ of Tnistees for 

HI reported that under intermediate suisumptimis ^e mist fund is pro- 
jected to increase until lOxmt 198^, then decUne until the ftmd is 
exhausted in liie late 1990%. Hhda* tiie more optimistic assumptions, it 



^^HHS, HCFA, Office of Beieandi DemmAn^ms, pp. 6, 40, 43^. 

s^CB(% Wt yridanBrimbniwn^ (WaBtdi^toru D.C«: A^. 19863^ 

p. 5. iledfcare*^ ccg)iiyroeiit re^^ in 19^ the m pit^iwn liidiidRl: s ftitt^ dediKt&le 
of t4S^ for hospiuLttim ooijttiinwoebf 
and oolMniiis of 161^ 

a monaUy pi^iiiun & 16^ in md in^dittls are raqimu^le for TOpmsettt of all ^ipioved 
Idiysiciara' chaises above an annutf deductible ai^^ of any changes 

3^aldo and Laasenby, p. 16. 
^Waldo and Lazenby, p. 19. 
^^Amett, McKuaidc, Scmnefeld, and CoweU. 
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would ranaln solvent throughout the 25-year period (1986 totlQlO); 
under the most pessimisUc, the ftind would be eschausted in 1993.« 

In 1985, Medicare's m compmt^t was fihsmoed primarily by ttie contri- 
butions of 122 million workers and their employere through payroU 
traes.« tlie ffl Pro©«n miuntaihs a^^ 

reserve a^inst fluett^OTs and respond to derao^phic change in the 
Population. In ite report, the board noted that there were currently over 
four royered workers supp^tihg eadi hi enrollee. By the middle of tiie 
21st centmy, this ratio is expected to decline to slightly more than two 
covered workers supporting each enroUee. The report concluded that 

". . . not only are the anticipated reserves and financing of the HI program inade- 
quate to offset this demographic change but also with the exception of the most 
optimistic assumptions, the HI trust fund is projected to be exhausted even before 
the nuQor demographic shift begins to occur."** 

There is substantial concern, therefore, that the current financing 
schedule is inadequate to assure Medicare's long-term health. 

SMI'S Increasing Cost Also a The increasing costs of ttie Medicare smi program are also a problem. 

Problem P&andng for sm is established annually on the basis of standard 

monthly premium rates and monthly actuarial rates determined sepa- 
rately for aged and disabled beneficiaries. Under current legislation, the 
monthly premium is set so that premiums comprise about 25 percent of 
SMI revenue needs for elderly beneficiaries during the year; the 
remainder is obtained Irom geneni revenues.* 

In its 1986 report, the Board of Trustees noted concern over the cost of 
sm and recommended that tiie Congress take action to curtail tiie n^id 



Wraert^ twf 88-21), CBO had tmiicted Uut HI ftind could be ta^^M mearly 
^-S^^f^^??J^^**^J* •"■J*^ poilclB Induded in Public Law 98-21 

^QB^^ubsequent l^ation. and mont optimlsdc aniunptions about the fkituie pof or^n of 

^^^ &^^^!^^'''^'^'^''^'^'^^^ ^^ 

**B<afd otrtmm, Federal Roqxitid Uiauranoe TYuS Fund, p. 2; 
*^Boaiid of Thirteef, Federal Hdeqiital Insurance Tnist Rind, p. 1 1. 
^•O'Sullivan, Medldre: Phvridan Paymente. p. 2. 
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^wth of this program^ As an ^cample of tiSepitfelem^while ftltal 
Medicare re^ at an arniual rate of 

13.6 p«e^t fiwn 1875 threu^ 1985 (mora than twice the rate of 
econoiny-wide inflation}, reimbui^emeht p^ emt)llee for saifi indreased 
at an annual rate of 15.6 percent^ 



In 19MkM an interim measure to ccmtrol ttiese costs, the Congrras 
approved a 15-nKaitivftei^ on ^j^ci^' fi(^; it was subsequently 
^Ktended through tteo^nber i 986 . While reduced inflatibn and ttie 
fz-eeze have sloti^ the rate ttf increase^ however^ pm^nents undiur s&o 
still are e^e^ed to grow more fai^dl^ 

annual rate of 14.7 percent from fbcal year 1986 through 1991.« 



Initiai Concerns About PI^ ^ r^^mae to the rapy ^cal^ inlic^itsi oisti^^ tiie Cmigress in 

Under Medicare replared Medicare's cjort-based rSpj^sra^ 

unwr uire hosjpital care with the jaropectiye payment system, now bdng 

phi»ed in. Pi^ for ^^admi^ioii Medic^ predeter- 
mined cn the ba^ flf the patiait's princ^^^agno^ soidc^rbEub oQi^ 
factm^. Ea^ adxt^i^ is ass^ed to cme of ^ diagnin^reb^ 
groups imas) for psQ^ent.^ is iht^tided to d&dburage extend^ _ 
inpatiait stays and encourage the substitution of Icsss e^hsive care 
outside of ttie hc^ital."> 

While tiie average leij^ of stay f^^^^ pati^ts haid been 

declix^ng ov&r the past decade, tlie ^ttn^ed lenph (tf stay for MMedi- 
care short-stay hc^itd year 1984 was 9 p€st»ht 

lower timn in flsc^ yeffl* 1983. lids n^r^ntx^l tilejiarge^ decline in 
the history of the pro-am. In additi^ and unexpectedly, Medic^ 
ihpati^t admissions declined almost 6 percent; admissions also 



^Bwd of TlMe^ l^deml Siqndeniaitary bisuranoe tVust huid, The 1980 Annual Report of the 
Beat^ Waahington> D.C.: Uar. 1966), p. 7. 

«CTd,p. 1. 

^^Omx ^ Te^^^S^ AiMMMn^t j fedfcM-e's Pro e p e^ivePiymtf^ for Evilo- 

attagCoBt Qrolity Medjc alTedmotogy (WadiingloQ, @PQi Oct 1985), i^. 3, 6. The phased 
of PPS b^gan in 0dxA)er 1983 

^OfAoe of Tedinology Aaaament, pp. 24-25. 
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appear to have dit^jped by an even Isarger percentage in 1985. Earlier 
discharges from hospitals are believed to be a consequeiice of pre." 

llie d^dtae in averap If iigffi of stay under pre has increase deinahd 
for ^^^Starge so^^. t^tiraony Iqr GAo, the Office TeiSnology 
Assefflment, and the Pro^)^ve Paymait eommission before tiie 
Sei^J^ee ebinmittee in June 1986 raised concenis regaling the 
^<3iarp of s(nne patients sooner and in poorer states of health than 
befbreipps." 



Quality is^^ a potential amam uhda- tlie hew reimbursement system. 
FFS naiK>ved ^ ^t^cia] incentives to provide more Medielure-covered 
services than needed ia ho^ital settings.'" M a r^ult 



Hospit^ now staid to gain the niost by curtailing both services and ds^x>{ hos- 
pital care wheneverjws^ble; Under this system, hospitals can profit financiffiy 
eom oitUng back on meiUcidiy appropriate, as troU as inappr^riate, services 
Thus, the dischai^ of patients stiH in need of hospital care has become a primal 
quality concern under PPS."M 



Proposals Made to for thepast sev^Sl yeara, Hie eongrras and the administratibh have 

Centain Mpriioari^'Q f^i^ on »idr»sing Medicare's financing prebtens ttirough cost con- 

UOTirain MeOlCane S toinment Mtistiv^ th^ have reduced p^«its 

dans, m^ased teiefidmy cost-sh^lngj and m cCTtain drcimistahoBs 
shifted the cost of servioM tdb^er sburera of payment" The ^blish- 
inwit of ppSj^alOTg a Sowing rate of inflation in medical care, has 
reduced someof ttieprM^iie on the mmat ftind. Also, Illation 
enacted isBtween 1981 and 1985 will reduce the Medicare budget by 
$23.5 bilHdh by the end of 1987. 

f-n^u?ff In»«rt of fto M»ti^T^ H^^rD....nTrmlrr 
£S^ffiS'Sai(Aug. 1886), p. Via, and Pnqieaive Payihent Assesnhent Commission, p. 3. 

S^i^iL^'^^S^^^M''** of "nsaindtogy Assessment, and 

Medicare Fragim" before the VS. Senate, Committee on Finance, June 3, t086. 
^^^U^mt^Sd^ brtrav^-tag^ Rt)si«tlve Payment a^for 

"*^^iiraky,p.3. 

^S^^SfM'"'"^ ^"y^ with Prospective Paymentof Hospi- 

J^' The New Eiytland JounuJ of Hedidne. Vol. 314, No. 22, May 29. 1M6, p. 146o!and Pmam 
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Tlie ^^rmus^ttii^'s^^ ye^^ btui^t, sUbMtl^ to the Congress 
in Fe^uai^ 1986^ reflet Qie ooiytinuing Oteme cS a>nstraixiixig _ 
spading. It iiududes nuitierous r^iUitoi^ and je^s^ to 
reduce Medici buUi^ by alindst $6 bifl^n iri ye^ 1987^ Th^^ 
^)ending^r^u(^c^ ddefiy from providers of can through 

a 16^^-Qian jnflaHffli mciease in payments to hospitals, a new prospec- 

paym^t s^tem for oi^tal p^onaits to hospita&, reducti<ms m 
special paymoits to teai^ing h€^itals, and inductions in ^yments to 
phj^dans. iUso, some cmts wocOd be sUfbedtb b^^cian^ through 
increases in benefidary premiums and deducdbira and hew patient 
^laii^ for home healtit services.^ 



Qiie adfiUniliti^dn proposal which v^iUd establish a cc^pn^t cm the 
Hrst 109 home h^dSi vislte in a year, is ]^jec^ to r^i^ 
$ 100 itiUlion in fiscal^ear 19^ and $640 million over the period fiscal 
yea» 1987^1. It is ^^na^JOi^if aj^^^iayry 100 home 
health vidts ki a year, the addition^ qcNSts the ps^ient would mcur due 
to th^ ^payments trould equal $672J^ At present inly a small per- 
centage of benefic^^melOOv^itei^ 15 percent of 
the users of home health care used 50 or more "^ts.^ 

Ai^h^pr^ossd w^d raise the sbii deductible from $75 tx> $100 bi 
1987. B^inniiig tii 1988, the amount of the deductible ^uld be indeed 
to the indiease in tiie Medi(^ e^ 

reduce Medicare outlaytb^ $310 mflli^ m fiscal y^ 1987 and $2,995 
mifiimi ov^ tiiie p^lbd fiscd years 1987-91. The effisct of this propo^ 
would be to transfer scune of the costs of Medicare-covered services to 
baiefidaries."^ 



Medicare's fihazu^ problms^id the difficulty hi|h 6iit-df-p(^et 
health ^stB csuise the elderly, particularly those with 2ncbmes, have 
r^iilted in numerous prbpc^al^ for solving current problems witii the 
acute care health ^nst^. Hiere is, however, hd cbns^us as to how to 



Jmilf^, M e dicare: FY 19 87^iia etnVaahimaon. D.C.: Congressional Researdi Servioe^ 
f^. 21, taS6),p.tt. 

^^C^van^ Ums^iF^^mBm ^ pp. lS-19. 

^^OBiflllvan, Jenhito, iredl<»re: FT 1966 Budge t (Washlmttoru b.C.: Congresslonai Bxaewxh Smioe. 
Jan. 24, 1986), p. 19. 

^^^SulUvan, Medi<arei FY 1987 Budg et 
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refdnn ttie sj^ih; some of the prcpssals, which are wide-ran^ng in 
both 8^)6 and cost, are described h&&w. 



Prodding Protection Many proi>MaIs to red^i^Medicare focus on adding protedaon for eat- 

Agmnst Catastrophic as^pHc piess. The objectri^ is to insure that, after individuals have 

Health Oosts a certain grogortion of tl^ihedme on heidth care, they would be 

prot^^ fi^^^ier expenditui^. The Seostaiy of HealOi and 
Smtan Services has set up a task fdn» to study the feasibility of pro- 
dding protectidn to the adaayagjd^ catasiat^hic health costs with 
em^ia^ on priv^ sector coverage. 



TTie aSb coautSored a proposal for restmctu ring the SfedicMe 

benefit iw^ge to^yide catastrophic acute inpatient and outpatient 
care to Medicue baiefidS:^ in a ccwt-neutral manner. Under this pro- 
PM^, actaimdly sound prendmns would be added to sio (Sb mi ^ti- 
nmted cost^f $12 mcmth m 1985). For this additional 
paymait, bea^^ries m»uid obtain coverage tor unlimited acute inpa- 
tient d^, WOTild not be at risk for onnsurartce, said would pay a max- 
imum of two deductibles per year under m."* 



Taxing a Portion of HI and Another set of proposals would raise Medicarerevenu^ without adding 
SMI Benefits to tiie cost sharing of the pror elderiy^Under this approach, 50 percent 

of tite insmwiee vali»<tf a benefits and 75 perwnt of the insurance 
vMue of m benefite wauld^ treated as taxable income for enroUees 
with the luting tax proceeds returned to the Medicare trust ftmd. 
•nUs^^sal is ^«ed as similar to taring a portionofSbdal Security 
benefits, whid: is already done mider law for b^iefidaries "for whom 
inodified acUusted p»» income plus half of &cial Security benefits 
ex^ $25,0(K) (for indivWuals) or $32,000 (for oju^)." One differ- 
ence, though, is tiutt the Medicare tax would be on the insurance value 
of ih-kihd b^fite rattier than (m dollar benefits actually received." 

A re(»nt study ^timated Htat for smi this change would add approsd- 
mately $576 to tiie tmtable income of each aifl ehrellee in 1986. This was 
estimated toijose little or ho cost for households \rith low incomes and 
low marginal tax rates. For elderly households with incomes greater 

CatastropWc Gare F^posed for Medicare 

Patients," EHfSeviewr. Nov.-Dec, 1986. 

"'<^> Redu^ a>e Dellcit! Spending and Revenue e^toa fWashlimon. DC - Mar. 1986}, pp. 97-^. 
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than 200 percent of the poverty level in 1986, however, the tax cost of 
this change was ^timated at $ 1 12 per household.^ 



Bfefging IH and and Researchers at ii^urvard University recenfly i^ued a report iaiat recom- 
ExpandinS Benefits mrads meepmg changes in Medicauret which they «mtend would rnake it 

^ ^ less costiyi simpter, and more equitable. Some of their more than 40 pro- 

posals include: 

• Medicare's m and sbo shouiS be combined into a single mandatory pro- 
gram l^th fainsr 

• The elderly shbidd cxntfanue to pay tii^ p^^^tsiiare of pro^nlm 

but cost sharing tlutjugh ccnnsuranoe and deductibles should be reduced. 

• Behefidfin^ shbtdd pay O^ital (&Kluc^ble equivalent to one-half of 
^ cost of a day in the ho^it^ and 10-percent physio^ roinsu^ce. 

• The n^dnainiiig costs that beneficiaries pay should be financed with a 
single annual Me^oire prmtum and incmie tax re vehui^ collected &om 
tiB^ayers over age 65, 

• To ^isure Siat tit^ prmiu^ j^ceed low*ina)me beneficiaries' 
financiai ii^gurcra, aU states should be required to provide MedHoud 
coverage aiid pay Medicare premiums for elderly with incomes at or 
bdow 125penKntbf tfep^ 

• To prevent tius accinnulatipn of birge debts during serious illn^, tliere 
should be a rei^dnaHe l&mtonttie total annual amount all beneficiaries 
{^f(^ coinsurance ahd^d^ 

• Medicare coverage sho]^^ be expand^ tx) include bett^ primary care 
smacra and more adequate treatment of ^muc itthess (including 
nursing home and home health care benefits).® 



The r^rtai^ recommended that the federal goyerranent cqhtrcd ttte 
growth of Medicfiure 

both physidah said hospitid expehdrtu^ 

direction of an ail*payer i^stem for hoi^itais to prevent cost-shifting to 
private payers. All-payer systm involve ^tting limits on hospital rev- 
enues from ali sources, including Medicare.^ 



^^ICF^ ihc^ the Role of MedlcBrc^n^ faanditf th e Health Car e of Old e r A mCTfeaiis (Washington D.C.: 
July 1086), p. il. 

^%rat^ for Health PbliQr and Managm^ti jbhii F. K^med^ Sch(x>l of Government, Hanrard Uni- 
versity, Mediaare Ccmiing of Age: A Proposal for Refonn (Cambridge, Mass.: Mar. Id86), pp. vii-viii. 

^Goiter for HeaMi Poliqir and Management, p. viii. 
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Ch^terS _ _ 

WifiiCmiaAmitMeiaBilCmUmMaior 
noUem for Some Eiderijr 



Medical ^dividual There also have been proposals to address the issue of fmandiig health 

Retirement Accounts ^ for tiw ekterlyj throi^ ftii^- aiaiges to Medicare, but 

a pnvaaeji^fli saving program slmiter to an IndividUSil 
^^ranent Account (eba). lliis ^roach would aHow individuals to 
defer p^rteg taxM on eraitributens and on interest earned on their 
aorounte. Be^octe mecU^ ntts would be Uquid than r^ular Sas, 
howev©-, it is postulated that ttw tax advantage would have to be rela- 
tive^ great to fost^ tiieir widespread use.<^ 



Wh^CT thls ^nfflch wSuld^flc depends on whether thep<«)ulation 
would sa^ (^edfically for postretirOTient health cc»ts in r^pmse to 
fedei^ tax inontivm. ParticipatiMi m eun^ ms fa n^ wid^read; 
only 17 p&ncm, of woil^ had mss in 1982 .« In addition^ preliminary 
rraute from an Emj^cqree Ben^t B^eirch fi^teto foreoBt indic^ 
tfxat ftew workers wUl have aoeuimdiit^ m. assets that yield more than 
$l,Sm in annuity income (in 1985 dollars) in retirement. Given the low 
rate of wl aavinptlt is thou^t Unlifely that a medical mA could replace 
a m^or poftioh of Mediate spending, especially for low- and middle- 
ihcmne woricera.*' 



A Voucher Program ^ the alministratiqn's flscal^ 

under wluch teSfHarfes could dect 1 3 receive services through a pri- 
vate heSth beneflte plan rather than under SfeditSre is proposed; Par- 
tidpation w<8ild be voluiitanr, and behefidaries could elect to return to 
the regular Medicare pro^'am. 

Advocates of the voucher system contend it would foster greater compe- 
tition in the provision of health services to beneficiaries and moderate 
general increases in health care spending and out-of-pocket costs for the 
elderly. C3ritics question whether the voucher plan would have any 
effect on costs or utilization, as they foresee the hiper risk aged and 
disabled population remaining in the Medicare program. They also ques- 
tion how quality and access would be assured under a voucher program 

"Bnployee Benefit Rwauch Institute, "Cot^ deplores Medical KAs," Notes, Jan. 1986, Vol. 7 
No. 1, p. 11. ' 

""Employee Benefit Rineaich In^tute. 

"'fim{4oyee Benefit ReBdarch Institute. 
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and suggest that the Medicare prc^am acttiaUy ^ bf^ t^th msur- 
axiee at a lower cost than private plans because the program does not 
need to ^^d money on maii^tji^.® 

Tlie admimstra^bn's hud^ projects tlii^ prbpo%d voucher pro-: z . 
grfm ccHiid ino'ease ou^eq^ by $60 milUon in fiscal year 1987 and $250 
mUlibti over the period fiscal years 1987-91,*» 



^tevla: KsimL aiHUHaiie aondand. Medicare VcHky^ Ngg ItoBCtkins for Health and Lang-Term Care 
(The Jcte Hcypldns UitiNre^ 

^b^Sumvan, Jentdfer, BtedicarK FY 1887 Ridfl et, p. 11. 
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^8i8 pt ?8r 4 : " 

ysig-TeSn Care 4 (litJWm| Problem, ESpedally 
for Elderly and Their Families 



While 6ut-df-pocket costs for acute care cmi be problematic for tRe pop- 
vMim BS^M m^ olcter^ for some elderly the cost of loRgHerm care pro- 
dtto^ tinano^catasti^]^^ A_p^ out of 

public hmds (mdniy throu^ die Medicaid program), but the msijor 
ri^pbnsibili^ f^ tdtiie eld«r^ thOTi^Ves, Consequently 
and their f amili^ diften fade lai^e finand^ burdens in paying for long- 
term care; in some cases this leads to financial destitution. 



Current problems inpajdng for long-term care may become pronounced 
overthe hextseve^ decad^, Tlie which 
composes tiv^ individual mrat in heed of Idhg-term care, wiU be 
increasdyrig at a faster r^ than t^^ bi addition, 

tiieavailabili^ of m^ntial Im^-tenh care frcon fsonily iruembera^ who 
historicaUy have provided most such service, may decline during the 
same peribd. If this donirs, out-of-pocket costs for long-term care are 
likely to increase further. 



Long-term care has been deHned as: 

1*-- .one prinore fei^^^ pi^^idedon^sust^^ 

foitcdqn^ edacities are chronicatly impaired to be maintainedLat their maximum 
levels of psychoiogicid, physicsd and social well-beix^. the recipients of services can 
reside anywhere aloi^ a continuum from their own hom*^ to any type of institu- 
tional facUity."* 

Over the past 2 decadesi there hasjbeen a growing fdcus cm the eiderly's 
heeds fm* Idi^rtmnc^sende^ Iliisisa c^hs^uence of ^e dram^c 
change in lif e e>^ectanqr i^de the turn of the century and subsequent 
ihcreas(^ in diseases and dironic illxi^s^ a»^ated with aging and Ion- 
gevi^. As at result, the dderly ihcrea^h^y have health care heeds titat 
require long-term care services, including help with ordinary daily 
achvitiies.^ 



Need for LOTg^erm 
Gare to Inerease 



Health of Elderly Most elderly are in good health and able to live independently. A sighifi- 

Population Diverse number^ however^ are in need of long*tenn care services. FincUngs 

from title 1982 Natiimial Limg-Tenh Gwce Survey showed that in 1985 



'E. M. Brbd^, "The Fdrnuil Su^^m Netwdric: Congregate Treatnlait Setting for I^eittB With Seneifk 
bent Brain DyBftinctioh** (BeUioda, Md: Dec. 1978), p. i. 

^Day, Alice T., WhdCai«? D e mo gway cTiiends (Washington, 
D.C.: Popuiatkm Referee b^, Septi986^No._9)» M. Seealso BethT.Spld^^ 

Bfffiitoti, *'H@iiai StadmoidServtcx Neeib of the j^ett^Old^urrentPattsTOJuid f\ttiire _ 
Trends,** Milbahk Memorial Fund Quarteriy/Health and Sbde^ , Vol. 63, No. 2, 1^, pp. 286^19. 
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ClMi|> tBr 4 

F i pwftoll y for Ekteiy and Their Famatea 



approximately 4.6 million, or 18.9 percent, of individuals age 65 and 
older living in Urn opmmuniQr ^re in ne«l of some help with the activi- 
ties of daity Uving (ABt) or instrumental activitira of daily living (iadl).' 
^^own in tidble 4. 1,. 3.5 perc^t of the total elderiy popula^n Hving 
in the cmnmunity had severe Untftations.* 



SB aMlOvwJiitlw Community WWi ^^^^^^^^^^^^^^^iSISSif^^m^^^^^^^ 
UmNiiloMoiiAeljvMMof^ 

byAoaandSix ^ JSniri 

imm ass 

^* i2S^ g^i 

Wate 11.7 _2j 

Female 133 jj 



Male 



^0 4.5 



20.9 4.6 



J2LB ^^4.4 



SSaiidoWf 4S.8 

40.8 U 

Female 482 11.8 



Totjl all 6S and over leii 35 

~ 1 6.6 33 



Female 



20.9 3.6 



Source:Keniwth Q. Mantonandkorbln tJu. "The Future Growth of the Lbha-TwiTi Care Population- 
ft^wtiws Based on the 1977 Natiohal Nursing Home Survey and the 1982 tong-Temi Care Survey.- 



The need fw awistance mm age. Ap^bjdmately 12.6 percent 

otp&m^ ai^6B-74 TOre idratifled in the liJ82 surv^ as needing assis- 
tencje with peraonai oure activities due to dirdnie illh^. In amirast, 
46.8 peit^t of individuals 85 m older needed as^stanoe.^ 

^^m. tad^^ db^dxig, issm gettlistigt ol m^imA wwind IndooSi and 

^ttef. TO WXyn^^ wminaiia^ about outdoora^^m^ doitig hwvy 

[Mjusewr^ig^^ 
Manttm, JttrfBwtwrmUii, 

Mvtew, Vol 7, No. 2, Winter 1986, p. 62. " — — * 



*Mfflito^iCeiiwOi Kixm I%'*TheF5itee^Sv^jftt^ Care iVmlatton: Pmtec- 

l^^i^ yieimi^d&kn^ Surv^ and die 19^ t^-Tentt Cat* Survey." 

l^^^^mnUtknatJtefliMM^^ 

Washing DXX.BIar.7«9, 19S4.p.7ardtiible3.tedivldi^ 

8m« of five pr^ llmiti^m; thoe inddi viduala had greater physical itaoutxx requimnaits than 
individuals with lower soores. 

'^Mantonandliu. 
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Chaptc^i _ 

Lcmg-lton Care a Gnn^^ 

Eapedally for Eldetly and Tli^ Famllla 



The leading health problems touting activity by the elderly in 1982 
wei^ arUtritis, hypertensive disease, hearing impmnnents, and heart 
conditions. Older ^re more likely to experience acdte illnesses tliat 
were lilfe-threatactti^ such i« rorpnai^ 

women were ihbre lilc^y to have mttscal^k^tal diae^^, su^ as i^te- 
c^rpsiSx that caused phy^cai Umitations.^ Dementia is another problem 
roQuiring ^i^^iin the piiinary mental 

health problm of the elderly and a ms^dr reason tor instttuttonat^atioh 
in a nursing homeJ It can be cav^ by more than 60 ^^rders, but a 
leadmg cause is M^ieim^'s di^^, a pr^^ive ^lid irreversible heu* 
rological disoMer ^timated to affet^ 2.5 miUion American adults.^ The 
prevali^^ of ^'severe" ^meiitia (where tiie patient is so incapacitated 
that institotionsd or full-time ccure in a home is needed) is less than 1 
percent of pei^ns a^ 65 or older but more titiait 15 percent of those age 
85 or older. Among tiidse older than 65, ttie inddehce of dem^tia is 
predicted to become greater as the average age of the population over 66 
increases.^ 



Growth in Elderly 
Fopulation to Increase 
Long-Term Gare Needs 



Several trends in tSxe s^ihg pbpulatiim mil <mir?buteto the mcreased 
need for long-term care. TTie number of elderly witivdsafoUities, for 
exam^, is projected to increase 45 perc^t from IS 80 to 1995; the size 
of the most severely disabled group is projected to increase by 49 p^* 
cent during this time.^^ 

Al^ the number of individuals at risk of neaiingnursing home care 
be fticreMing over ttie next several dc^^es. are predomi- 
nantiy M^men living alone, who have the high^t number of disabilitii^, 
need nnancial assistance and help witlv activities of didly liyingi and are 
gehenSly in 9ie oldest s^e groups, fii 1985, ^ttm ^rwntof 
the elderly 85 or older was in a nursing home compared with 2 per- 
cent of thwe betwe^ 65 and 74." 

^U5. Senate, Spedal Cditittiittee on Agtng, Agitm AmeriOK Trends and Protectjons. 1886. 1986 ed; 
(Washington, D.C.: GPO, ld86X i^- 88^. 

^Katzman, Robert, "Medical Ptog^: Alzheitner^s Disease," The New England Journal of Medictne. 
Vol. 314, No. is, Apr. 10, 1965, pp. 965^. 

^Alzheimer*8 Disease and Related Disorders Association, Inc., "Fact Sheet on Alzheimer's Disease" 
(Chioa^o, ni.), p. 1. 

^Katzman, p. 966. 

^^Manton and Uu, p. 8 

* 'Manton and Uu, p. 10 and table 8. 



Page 62 



GAQ/HRM6^185 Elderiy Needs and Coati 



tanflim Oik s Gimrliig Pi^^ 
EqMdallir f or EMeriy and IMr FuniUes 



Itole of Ilif oitnal Caregiver At ffie same tttt« the ^ing of the pcpuLation causes the ne^ for iMig- 
May Change tem care to expan^^ othor change are^lik^y to uiCTease the demand for 

fbrmal cane provided ^tutetde of Hie family. Gurraitly, disabted elderly 
who live outside of a nursing home receive 80 percent of their care 
informally from i^lativis; plibm^t tit a nuraing home is usually a last 
resort.^ A IS^ i»rbp6rtibn of the elderly in nursing homes, for actmpe, 
are there because th^ have no <^ relative or suffer from dirahilities 
(€.g.i Alzheimer's disease) that are difficult to care for at home." 

fii the ]^t<u%^lumtatioiison tiie family's abili^ to pro^de ^me may 
iii^ase^ for fomud sources o^oire Csudi as paid ^videra of 
home health, homemiker^cl^re^and adult day care service). fin 1982, 
formal astirees ctf caire accounted for less than 15 percent of all helper 
days in the community." This could grow, however, due to: 

• &a«M^ m We K^ecton^^ delayed marriage, and an inaewed read of 
elderly parents to children to look after them (a result of fewer children 
per family on average). 

• Differences in mortality by sex at ail ages, which mean that older 
women are more likely to be widowed than older men. As a result, 
women are at greater risk of institutionalization as they lack a spouse to 
care for them at home if they become ill." 

• As the population ages, the greater likelihood that very old chronicaUy 
ill parents will have children who are themselves retired and may be 
less able to provide help. 

«Siy,np.i,«. 

r^lf^ Si*^^*?^ ^ °" fliiB^ilIythin their g«ie^^ iHiiJhmfore, 

mato we ^yto^jmemkmdjmiy^Ue^ im wBl eirter retbonent wiOi United saviiitt &6 
^^rtSwirig^beneflto. Mm. forrany ddeHy, raRwroes ai^dlabfe icMmMht obuld ^ 

^?TJ^J2?^*IIi5^^^^***'^***^^ (often 16 to 20l«anLiiiter). WilUiimScai^ 
and Judtth_^^, ^ IqnfrTsm Care Marl(eli>Iaoe: An Overview," Halthttre Hianail HMiM e. 
"wnti v«. 14, Na 1 , Jan. 1984, p. 36. " 

SRU^I^'^ Coininittee on Atfng, PevdopmentB in Agiwt lflBS. Vol 1 (Washington, D.C.: 

l^^^y^iaix^iMn the Heaitti &«m1ew Survejr fiiuHdtha; about oite-yjiid «rfaU individuals 65 
mdoldar outride rfwu nang mm» in^6iUmwerefl^ab»w and wm pradondnanUy olda- 
wHowed wom^ have no livii«ddldr«i and iii iddttidnal 19 



pwcttit hadonbr one chiUL Kow, "Aging in m Eightiei, Age 66 Ton and and 

^^""^^I^^^^^' Neighbors."PwMniinary date ft«n the National Health 
^^ggj j g gyp^P^^iSeiagi HHS, National Center for Health 8t«ti aOoi ^an« ' 
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Long^l^nin Care a GrovHhg Problem; 
Especially for Elderly and Their FamlUes 



• Increased participation of women in the labor for^^hieh may decrease 
the amount of time ^nt by them in providing informal caxe.^^ 



Currentiy, most elderly who need help with Idng-tmn cafe senadMi a*^ 
very old and axe widowed. The mdiyiduals who predominantly provide 
this assistance are tJteif daughters ahd td a les^r extent dauj^ters-in- 
law. Among the stiU-married elderly, spouses (mainly wives) provide 
most 61 ttie care.^^ Msiiy of thi^e c^U-e^vew themselves are old; 
according to a 1982 nsrtioiml survey, tlie averse age of aH tftose pro- 
viding care was 57 and a third were 65 or oyer. HenoBi predominantly 
the young old were found to be cann^ for ttte older elderly, because over 
half of those receiving care were 75 and older. 



fhe burden of carej^ving can be heavy, parttculariy in the cases of 
patients suffering from disorders tliat cause deteriorating mental func- 
tion (demaitia). Most of thrae psKehts need 24-hbuf 
medical aiul personal care. Li^^ available because Medicare does 
not cover custodial care, ^d tiiere_^ little ^ditibnal public or private 
ulsurance to cover the services that would provide support to the 
care^ver, sucli as iadiilt day C£mB^ personal care, or recite services, this 
creates a problem for caregivers wfto tti^nselves may have few ihcbmes 
or be in pror health. In the 1982 National Long-Term Care Surrey, a 
third of the care^vei^ described their own health status as fair to 
poor. 15 



Public, Private 
Spending for Long- 



Given the factors discussed abpve^ the growth in the elderly population 
is projected to Spificantly irbS^a^ the need for Ibh^tenn care. Tim 
could CK^iu* at tiie same time the elderly are already facing high and 
often catastrophic costs in paying for such services. In addition^ the 
costs to the elderly for long-tmn care as well as public expenditures for 
it are expected to continue to increase. 



^®Etey,pp.6, 8,10. 

intone, Robyn, Gail Lee Cafferata, and Judith Sangl, Caregivers of the Frail Elderly: A National 
Prome (Washington, D.C: HHS, 1986), pp. 4, 18. 



^^Stone, Cafferata, and Sangl, p. 6. 



Pmge54 m ^ GAO/HHDWlSSElderiy Needs and Ckiitti 

ERIC ^ -Qi 



I4fiif-1%nn Cere a Graniiu Kbbi^ 
Eapecidly for Eldody and tbeb Fasdites 



Cuitwit NaMbnid Naltoiai aggregated data on expenditures for fciig-term care are not 

Expenditures readUy available. One reason is that, while Medicaid is the primary 

fimdmgroiffce, approxiniately 80 federal pn^^ a^ist pereons vdth 
long-tenn care needs either threu^ cash assistance, in-kind transfers, 
or provision of services or suppUes. There is agreement, however, that 
nrost natiOTiai expenditures for long-fierm care ar« for nursing home or 
other institution^ serVie^ a^ile in 1985, $35.2 bUlion was sp«it on 
nuraii« hcMne care," this is pragected to grow to $55T)iHi6h in 1990. The 
projection is based on the demographic shifts toward an elderly popula- 
tion, specifically at the oldest ages.^ 



Medicaid: Major Public 
Payer for Long-Term Care 



Almost half of the expenditures for long-term care is publicly funded, 
the lai:gest portion by Medicaid. In 1985, federal, state, and local Medi- 
c^d expenditures for nursing home care totaled $14.7 billion. Medicare 
paid for only a small proportion, $600 miUion, of nursing home expendi- 
tures nationally in 1985.a 



In contrast, public expenditures for home health care and other 
community-based long-term care services are small. Medicaid spending 
on home health care represented 1.8 percent of total expenditures ($600 
million) in 1983, with New York accounting for nearly 80 percent of this 
total Medicare spending for home health benefits, $1.5 biUion, repre- 
sented 2.7 percent of total program expenditures in 1983.« Ej^endi- 
tures for this service have been increasing, however, and have doubled 
from $735 milUon in 1980 to $1.5 bilUon in 1983.» 

Many other federal sources also provide lesser amounts of fmancing for 
long-term care for the elderly. These mclude: the Social Services Block 
Grant (particularly for homemaker/chore services); the Older Ameri- 
rans Act, which provides home-delivered meals, congregate meals, and 
some in-home support services; and the Veterans Administration, which 



Shau^mcMy, Carol, Richard Price, and Jeanra Griffith, Financing and DeBvgrv of Long-Term 
Care SCT\4eea^for the Elderiv . Congressional Researdi Service, Oct. 17, 1986, p. 14. 

I, HCFA, July 29, 1986. Information to be published in Heaith Care Rnandna Review Fall 1986. 



.. «' "Health Spending Trends in the 1980's: Adjusting to Financial Incen- 

Health Que Pt Hanang Review. Spring 1985. Vol. 6. No pp. 

'^OShaughhei^, Prioe, and Griffith, p. 16. 



^Doty, Pamela, Korbin Uu, and Joshua Wiener, "An Overview of Long-Term Care," Health Care 
" '-1JeWevv,Vol.6,No.3,Springl986,p.73. ^^^^ 
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Gcivei^ ntir^iig home care, domiciUiury and aduit 

dsQT care service as pff^i^^l^^ psqo^ aid and^t^nd- 
anoe for ceila^ i^terans. The ssi program and most stetcs* ^ supple- 
nu^^ proy^e pa^ ^^mr^duo^ inddti^iiiary care facilities 
(wMch provide nonmedical r^dential long-term dxre)^ 



WMeapcHtipnof^^i^-term^^^ 

F^^H biTMderiv Their m^jbr r^i^isibi^ for the j^st of care falls upon the elderly them- 

Fto^S^ selv«.RibUc^«iOT^ 
r aimues when the elderly or their families cannot 

Based on the 1^2 Long-t^n Care Surv^, an ^ffinated l.i miUiim eld* 
^y sp^t $1 HHiffli but of ^^stf^r lon^t^tti otte ssn^cesj»r^ 
in their o^ hom^,^ bi 1984, 50 p^-oent of pi^ents fbriiim^ h^p 
care aim from indiiddualsi oiay 14 peimt w paid insur* 
ande plans.^ fi!st6ii(^il^ tiie foivfi^ insut^x^ indi^ h^ provided 
limited long-term care coveragCi most covering (uiiy Medicstre 
cbpa3^n^ts.° 

Th<^ large out-df-pocfcet cosl^ find most ^derly and ^eir f andlies 
un^'^^ioed hecs^^ many are im^^ ^^i^ of protection _ 
against lon^tmi^ care c^^. A purvey oomnd^oned in 1983 by tlie 
An^^ Assp^tiibii ^ Retix^J^xwiSof ^ foiuid the 

miyority belieired that Medcare yrovld be t^e primary v^ertorVm^ 
term care with private insurance and savings as secondai^ sources.*^ 

l^^ause of the Undl^ ^coverage under Medicare and private in^iirance 
pblid^, Medicaid has be^ne file pi^oininaxtt publte payi^ of loi^ 
term care. Under Medicaid^ statra (acc^ Arizora) m^ 
era^ &r (1) cio^^ nuraix^ facilities (snfs) and home healths- 

vices to persons 21 years of age and blder^id (2) hmne heifltttservioes 
to persons under 21 if the state provides snf services to that age group. 

^^htu^uwBqr, Moe, nid 6rifi!th» pp. 16-33. 
^Liu, BfahtOR, and Uu, p. 64. 

^mc^oyee Benefit RoMrch Iiu^tuU, **F1nancifig Lcmg-T^ Care," hroe Brief, No. 48, Nov. iM6, 
p. 6. 

^A0. 1ieaiadj«d^NyaM4^ae^^ 

ProbieiMtothe States and the Bdoriy eOAO/IPE^l). Oct 21. 1988. p. 4. 

. »>Rri^lffi^Wi riyril P ^ "!^ff>T«rm Carg Ptnanelntf Mutjona Are Needed Now." AHCA JoomaL Vd, 
11, Na 6, Oct 1966, p. 14. 
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They ^ have the option of providing care in intermediate ^tre facili- 
ties (iCF^.R5i1y-jmestatra^ tiie ffistnct of Columbia cover this less 
intensive form of nursing home care.8' In 1982^ redpients of nursing 
home care were 7.3 percent of the total Medicaid population, yet nursing 
home costs equaled 43 pM-ceht of all Medicaid e3q)enditures in that 
year.« 



My D^tute mdi\aduals Medicaid assistsjndividuals in p^dng for hm«ing home care only if they 
Govefed by Medicaid fta^e low inosmi^ or if tiiey become impoverished while in a nursing 

h€aiffi.^ a cost of $2,100 ot more a month,^ the expense ctf receiving care 
in a nursing home am wipe but m ddeHy p^^on's saving and far 
^oeedmbntHy mcmne.«> For some elderly peraons, to enter a hm^ibng 
home mrans dependingon M«i<aid feei^ tiie cc»t of care rarceeds 
tteir personal t«»Sur^. fit oiSer cases, an elderly ^rson who initially 
has eewiondc resources above Medicaid eli^biUty lisats and entere a 
nuraing home as a private-psQ^ resid«it finds that the cumulative cost 
of tiie stay delates his or her personal resources. That individual may 
tiien also become eligible for Medicaid.^* 



a person becomes Mediraid^lj^ble, he or she must contribute all 
personal r^ur^ £except for $25 per month) toward the cost of care. 
This creates a problem for many persons; if the spouse depends on 
^ared income and savings and ranains at home, the amount set aside 
fbr the spouse to live on may be substantially below the poverty level." 
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Doty, Ua, and ^Haier, pp. 73-74. 



W^^I^^^.^^'^E^^ DemoiBtraflons, Studi»Evaluating Wedieald Home imrf n nm. 
munlt y-Baaed Care WMvbb nUTMhlhgr/th d.C: Dec. 1984), p. 19. 

^Empl(qree Benefit Researh Institate, p. 8. 

^A0,p.5. 



. FWer, Judias, uid William SctudOT, "Ftaandng Effective Long-teim Care for th? Brv ^ly" (Wash- 
ington, D.C: Center for Health PoUcy Studies, Geoj^etown Univereity, 1984), p. 6. 
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Ey@ri ui the face of ati incsnBasit^ public need for assistanc^^states have 
be^ tsOdng ^]^|6 i^i)^ ttv^^^^zrn ea^ 
Medicaid iqpeiuUng is the most r^diy ri^ng component of a state's 
bi^et and nilrsing home olre oftai the laiipst Medicaid expense. In : 
1982, for ^oun^le, 27 stat^ spent 50 p^x^eht of imnie of ttimf Metficaid 
budgets on nursing home care.^ 



f^aycing fisral com^lraintei many states hsn^ attempted to contain Medi- 
^d e^tSr^^P^c^y fo^^ m nursing hom@. J^ch efforts include r^ 
uiating the nw^^g home bed su^y, i^ridang rarad^msan^, of both 
to ^ow tite growth in ti^eir^ Some states are also 

attemi^ang^ ttunbu^ pbHdes aiid l^l^I^bn, to fequ^ relatives to reim- 
burse the state for patiaite' Me^caid assistance.^ 

^ate eSwte to contain the immb^ of nursing home beds cbtdd, how- 
evar^ add to problimis Medici psoti^its already e^ierience in obtaixdng 
aife« Gec^ffiy, l^P bccuj^ttqy^ii^m^ 
who pay fidi nuri^ home duurgra are likely to rroeive preferoice 
whatev^ their d^ree of iG»Kl; Medicaid patients fill whatever beds 
mnain. Evm Wliai beds are avsiilaSe, because ifU)st st^b» f^mbufse 
fornmi9n§h^^ to iiuliyiduais' care 

hee<&» JHedi^d pad^te n^u^&^g fewi^ s«*viees-»^d thus repre- 
s^ting lower costs — are preferred over "heavy care'' patients.^ 



Thus, a tight mursing home bed supply ms^ prev^ some pa^ witti 
heavy care iieeds i^m rec^vte^care. A data^the 
latest avaU^He hiU^iiia^cmiimjing fbui^^iat &i 

states witii a low bed suf^ly ^fe^r than 44 beds per 1,000 rraidents age 
65^^adolder) i^pimim^ haUdf ttieh^y depradent elderly p^ 
iation was in nurdng hom^. &i states wiOi Q^e hi^^ sup^ of beds 
(more tlum 85 bedi per 1^000 r^idents age 66 and older), lOmcMst all 
indivtdpds in tlie hi^y dep^id^t ^up (92.1 p^cait) were in nursing 
homes.^ 



^m^, Iti^FA, Office of ReaeuTsh and Detw>nstrationgi H ea lth Car e Fi nandng^S-anb andGonttacta 
Re alrt.Shot^T«TnEvld^aaonof^^^ Md.: 1984), p. 146. 

3»Wgii^ Dimiiim. iuid Ml SiMiikgL DeBatiiiiiamB of hafltaaonattation of ttieAged (Waddiotton. 
D.a: Tlie IMan fi^;fi|tM^Koy. 1982j^p. 15. £mth redeem utUizatkm data, the National Center for 
H^th SUtlBtlcs haa launched ttie 1986 Natio^ 
which will involve 1,200 of the nation's 18,000 nuraing homes ) 
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fil ttie fiigh«t-bed statesft there was apparently a huremg home bed 
suwly suffidwitjo permiyamMt aH highly dependent elde# people to 
enter nw^^ homes. In lowest-bed states, such was not tiie rase. This 
indirate botti some overuse of insatutibiial care in the highest-bed 
sb^ ^if ^me^f ti^ individuals could have been cared for in oth«- 
settings) and an inad^uate supply of services for the highly dependent 
in the lowest-bed states. 

Many states, to moderate the rate ^inereiee in Medicaid ej^nditures 
forlong-term care, have tightened their reimbursement systems for 
nursing home care^lWs may have add(^ to tire acc^ problem some 
Medicaid patirals ^erienre. Some states, however^ have been ejcperi- 
inemte^Jf^ffi case-mix reimbursement osteins, d^^ied to recb^iize 
differMit levds of complexity in paaait care needs, to eliminate disin- 
centives to admisfflbh of heavy-rare patients.^ 

ptler states have adopted le^^^dn or poiici^ that address the 
pro^h bf a tight bed supply and t»nstrain«l reimbiiraanent nri;^ 
crnwing nuraing hwnes to ^^e pHvsfepay over Medicaid patients. 
T^e GaUfinltia fe^lature recently outlawed cUscpimination against 
pati«ite on the baSs of source of payment It prohibited nureing homes 
fim ti«isferring or eviete^ any rraident as a result of the resident's 
chan^ from Medicare or private insurance to Medi-€al (Galifornia's 
Medicaid program) as the source of paj^^t.*' 



Quality of Nursing 
Ifese Gare Causes 



In aldition to finaneii^ problems in long-term care, there is concern 
ovtt Uie qualiQr of cfflB Medicare and Mediraid patients receive in 
nursing jiomes. A recait study by the fiistitute of Medicine of the 
National Academy of Sciences concluded that, while the quaUty of care 
and life in many nursing homes nationally had generally improved over 
tlie last decade, it still was not satisfactory and a stronger federal regu- 
latory role was needed to protect patients' rights and improve ctmB.« 
Also, state supervision was lax, the institute reported, and the federal 

«Me^8, S^B^ et at, Nur^tMcane A diiilMloiia: TheResulta of an Ine e ntiw Bpimh...^«m.«> 

Bg^Ttagnt QH^ahlngaw, uu: HHS, National benter for Health Servlceg RaiMiririmrt Hptm Clfe 

Te^M(gsr^i^^!tt,Oct 1986), p. 6, See aboaiarlene Harrinpim aiid Jaines H. Swan, "Medicaid 

« EScpendlturra," HealthQue Ftaimdng Review. Vol. 

Of INO. I, ran iv84» pp. 30>47. — » 

J|Merritt, Dick (ed.), "Long-Term Care Reforms Targeted," State HoathNot^. No. 63, May 1986, p. 

"fasOtuteofMedidne, Improving tteOuaitv of in^» ^ Homes. " (WasWnSon, D.e.: 
Naaonal AouiemyPress, 1986),p.21. 
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gbverrmiMit rare^^ dii patients. Finally, the 

insti^ite oonciuded, because of the shoit supply of hursii^ hme becb, 
the federal gdveniment seldom applied the sanction of refusing to aiiow 
MecUcare or Mediratd rdihburs^nait^ 

Gcm^TO ttiat s^iie ci:^ 

nursing h^e n^buraenent could hs^e a negative impact oh quaU^ of 
care were raised in a r^Dent study of 3 yeare of cost data in ei^t 
^ates.^ A new govenimeht ss^trai of smireyii^ hureu^ hmnes, efiec- 
tive July 1986^ inay b^in to a^ s^e of th^ issues regarding die 
quaU^ of care. Adn^ust^^ by hcfa, the Patient Care and Services 
Survey wili emphasize patient observsrtions sthd intended radier than 
paperwork evaluations. 



Adddiig to D^iiaxtd for 
Dsinmuiiity-Based Gare 



Medicare's hew prc^^>eetive payment system, with its emphasis on ear- 
lier hpspital discharge, is pbtdng ^oeased demand oh home (^re, 
iiursu^ hbihe, and other support services tftatj^r^^ care fbr the 
hcnnebouhd. For ^^hple, in fis^ yem* 1984 the pi^terttage of tim^ 
hospitals di»ch^^^ to sidiled nursing homes, inter- 

mediate care fadlitii^, and hd^ health ag^des was 2.5 to 3 times as 
high for pps ho^tais as for non-pps hospitals.^ 



As a i^ult of pre, huraihg hdm^ are sbmetinu^ a^^ to ac^p^^ ] 

heeding more intensive imd extensive care than previousljr; also, home 
healtti service may heed to be e^^di^ to provide more fi'e^ home 
vi^ts^ not only by nurses but by nursing assistants and home heattii 
aicfi^. Fijffaier, inahy^patiOT^ bills for services in a nursing 

home or from a home heaith^ehcy tiiiat previbi^y would 1 
paid when Medicare covered the full hoi^ital stay.^ 



lite iMdyent of fps highiights the need for cohsistehq^ betwmi the objec- 
tive ^ the iiew payment system (i.e.^to treat patients when feasibte on 
an ou^atient basLs) and ccMSt containment initiative for hmhe health 



^iradtute of Medicine, p. 13. 

^Rdlahaii, John, How Shdiild MedTcaiid Progimiiis Pay for Naretng Home Care? (Wellington, D C: 
the Urban Institute, Jaa 1986), p. v. 

^^lOS, HCG^, Office of ReMirch and Demdrami^ns, Im pact of tiie Medicare Hospital Prospective 
Payment System^ ^ig. 1986, p. xvi. 

^KtMpective Payment Aasessment Commissicm, Mediqure Prospective Payment and the American 
Health Care &mtem. (Washington, D.C.: F^. 1986), p. 6. 
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care services under Medicare. Currently, whUe utilization and costs in 
siaied nursing facilities and home health care agenda are increasing 
due todischargra froin shorter fidspital stays, ongoing chai^ within 
the M^<»« home health care program are directed toward better 
enforcement of the program's regulations limiting utilization and con- 
trolling the rate of ihd:«ase in unit costs.*' 



toBestRrevide 
[-Term Care? 
Lacking 



ws'sj^^ttal for increasing the demand for ldr«^nii cm^ has added to 
flie impetus to seek impmvmehts m the Idhg-term care system. A mauor 
stumbling block to reform, however, has been the lack of agreement 
afeut how to revise the ^rtem and rec^tion that enormous costs 
could result if access to care is improved.^ 

In an effort to reiioe niusing home cwts and provide long-term care 
services to individuals who prefer to remain m their own homes, states 
have been experimenting with ways to expand community-based long- 
term care. The Medicaid Home and Community-Based Services Program, 
enacted in the Omnibus Budget Reconciliation Act of 1981 (section 
2176), was intended to remove some of Medicaid's emphasis on pro- 
viding institutional placements by allowing states waivers to test alter- 
native forms of toiig-termcare. Under such waivers, states can provide 
noninstttutional Icng-term care services (e g., case management, home- 
maker, home health aide, adult day care and respite care) to persons 
who would otherwise require Medicaid-fuianced nursing home care.« 

M of May 1985, hcfa had approved 102 waiver requests submitted by 
46 states." In spite of this large number of waivers, the program is still 
relatively smaU because states have experienced implementation prob- 
lems, and many have restricted the number of services provided or the 
number of individuals who could participate under their section 2176 
waivers, hcpa requires a state to demonstrate that its waiver program 

!S,v 1^^^^^* !^^' Care In the Bb of Hospital Prospective Pay- 



. , Long-TennCare for the Elderly: Institutions, Incentives' Issues." 

gn^'iAging/HealtlilnAhOUfe^ eSr, National Academy Press (Washlngtoh, D.C.: 1986), pp. 



B^,^^-^k^ '"^.''fc'wgWee. Medicaid "2176" Waivers For Howp imd Community. 
(waAlngton, D.e.: Congressional Research Service, June 21, 1986), p. lA. 

"^b'Shau^uieasy and PHce, p. 47. 
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would not tatd^ease Oie total number of Maii^d lOTgntOTn ^e r^jS- 
&m and would be budpt-neutral^' Thus, to CHTfiset the increased 
expenStui^ fi^ c^nmum^-^i^d s^vie^ under th^ waiver pn^mn, 
statiss m^vtd need to reduce the niunber of nursing h^e bed days for 
whidi Medicaid pays.^ 



Eaiiier dsnonstrittion^ tiiat landing 

doinmuxd^*based services i gluced hm^Htig hdim ^s&. A nis|jor rea^ 
is tihat many incttviduab^ regardl^ of cQsability , would never enter a 
ntu^igl^me, but uk aiid po^itiaUy ^efit ft^in home health 
caeae slices if these ware c^rsdkdbte and covered imder pulflic ^j^yl^ 
insurance. As a residt^ expiundbig^tt^ finandng c^^^ 
based care under tl^ sectt«ni 2 1 76 pr^^aiL<^uH[ aos^erate l^edicaid 
esQienditures with little effect on containing nursing home coste.^ 



More reoentiy, ftinded a d^ions^ition to ttie dostreffei^vt^ 
of home CBie over care in a ho^it^^ hcpie. Initiated in 1980, 

ttte Nationai bmg-TOTn6are Qi^ai^^ ntya^tsa^ 
at 10 sites |u?ross tlie c^tiy^ A main oiyective was to test whether, 
ttiroii^n^^tlng^ services, the cost of 

care ra^d be reduced the same time tiie patient's hea^ was nptir 
taii^a ChaiiKillng was exp&OxA to achieve its ol^jectiyes priinarily by 
substitottogl^ costiy communis or informal services for more costiy 
institutional care.^ 

t^pro^e^ were succrasf^ in tergrting senicra to an CTtremely frail 
el^r^ j^p^^oh whohad immcmm and r^rtod many tmm^^ 
heaitii (»re ne^, according to msybr ftmpf§ rep^tedjxi J^y 1^. 
Alsd, the cham^iing^ de^ substontialiy increased clients' 

rece^ of fofmd onmnuni^^n^^, 

fbr ^rvic^ and had some benefldai effects on tii^ psydidlo^- 
idfl ami sbdd Ji^ll^ing. But hither hmpital nor nursing home use was 
affected, and tihe projects also r^utted in ah ihoease in the total 



M HH&, HCPSiL Qgffe of B^Mwh iiid DanblMtratfoiis. ^i^Bwfluatitig Medioad Home aaid Com- 
raMrity-Bwed €m Waivers, pp. 32. 60^, r0(>-id2. 

ttetK'^ dggrrtiopi. VofcK.Nb.l.ftai^^ 

^AO. The ladafr aici uidBttieflt K omSoM^ ^ Care Biitlas^BaaiU^nieie Se^ 

wm Notto^^Swt tetacttaBs CQAQ/ffB«-l). Dec 7. 1982. 

'^HHS. Kattonal LaMhTerm Care<aMMmdtog45moBia^^ n>. 1, M. 
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p^r^nt costs of suteistenqe and medical and long-tenh care over the 
iS-month observation period." 



Reforms of Long-Tenn 
Gare System Proposed 



Resolution of lo^lerin finsmdmg problons faced by the elderiy and 

ffflhflira one of the most pre^ng i^^^f^ai^ ttie firandai 
welW)etag of Uie mder^^ As previous^ noted, howevw, there is no 
a^cement ^ tt^ best i^proach to organizing the delivery ctf tb^ ser- 
vios while a^uruig gualif^ of and a^^ to it and containing 
plibUc ^Np^ditiu^ proposals have been fuivanced for 

^^rni^ ate long-term (»re i^^^. Some focus am ^indi^g tJie pri- 
vate sector role while dtheraw6uld^nifi(^tly broadcsi the federal 
iole. The mijjca- proposals are discuraed below. 



Private Loiig-Tenh G2U*e eraiKifly, there is considerable national inter^t in ^andaig private 
ihsuitaice long-term care msuran<%i whidi is se^ as a wa^ to protect individuals 

froifi calasteophre racpenses while potentially savmg Medicaid ecets. 
Tltese insurance policies typically cover benefite in SNre; they less often 
cover custodial or ihtoinediate care smd home health care. 

Several factors are believed to^^laih the current low rate of insurance 
coverage for loi^-t^ <are among the elderly: 

• public mpi^^thiSi^ and private insurance (i.e., Medigap 
P^Gies) already oo^r Iraig-teim care co^ 

• tiie existence of Me^^ 

• t^e titat for the most part long-term care insurance poliei^ have 
been sold to individuals, making them m&ce exp«isive than if marketed 
to grdUixs, and 

• the risk of adverse seleotign a.e., individuals m^t heeding this care are 
most likely to purchase msUranee) and the likelihood that individuals, 
ohee atey pay for long-term care insurance covers«e, are more HkSv to 
useit.» 

iUtiiot^ most private long-term care insurance plam focus bh coverage 
for nursing home car«, these poM^ generally are less attractive to the 

»^>' P- MNt Jam«B. KntcknSnuid 

^S? A I*eP<«W MaMged ^a>pr^ Gare," Health Affalra. &>rii« 1S86. pp 
91-92; and Employee Benefit SeaeandibiBtitute, p. 9. i-uw w- 
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elderly^ho would pi^f^ ti) purchase cdverap fbr«)i^ 
iimg-tma cire services. In a 1983 survey, iSi^i^ ^^*datic<^^^ 
Retired I^rsons asked its members whether they would prefer a long- 
tenn caremsuratee plait ^^^vei^ diily ^re m a Suiting home or 
nursing in thdr own h^iuBS as welt Six percent preferred coveri^ 
for hwsm^ home care and 77 i)^t^t said they preferred coverage to 
receive care in tiSar own homes.*^ 

High premium i^ts ^Isb^uld det^ partidp^oh in jnivate long-term 
careinsiu^ 

stsoidm^ instiranee policies. As the risk of neecUng nursing hoine care 
ino'eases with age, pr^ums me Wa&y to ixborease wi^ Tlie indi- 
viduals most in i^d of find thenu^ves least 
sfle to affonlit. Un^ stmd^fiealUi^ms^^ 
pay premiums f^ a giveai year would end insurance coverage r^ardl^ 
ctf fOT howjnimy yefiSs tiie pi^ums had been paid <>)nseguCT^ even 
reiativeiy wcdl^ff cddeiiy a>ttld find tiiieinscSves uncble to maintain their 
protection if th^ lived a long time." 

In spite of th^ unr^ived issu^^, inany stet^ are coiisideni^ ^^la- 
ttOT tiMtt i^rauid manda^ 

beyond the scope of existii^ b^Site in nursing home p^lides i^uire 
insurers to offer such benefits in optional riders to group insurance 
plans." 



Life-Gare Gbnununities life-care communities are settings that combine resid^ittd Hvii^ fottite 

elder^ with the avlulabilily of medic^x^nuiBi^^ and social services in 
^ecial^ fadUti^ on the premise." Typically, financing com^frdm 
^trance fee^ttyeit ran@ from $60,00() to 180,000 and monOdy fees that 
range from ^900 to $1,300 » 

While there has been powing interest in ttiese communities, their tdgh 
costs make tliem acc^ible to only a snail proportion of the elderly. 



^7Bilckfielii,p.li. 
^F^xler and Saonlon, p. 18. 

^^bit^ov^m^tal H«Utili PqU<^ RtJ^B^ Approach Long-Teim Care Iiisuranoe With Cau- 
tion," state HialthNotBfc No. 61, Mar. 1986, p. 1. 

Uo, ttid Wima^, p. 76. 

^'Employee Benefit Research Institute, vP- 9-10. 
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Approximately 1 to 1.3 million elderly are estimated to have sufficient 
assets and income to enter Ufe-care commuidties. 

Another probtem with liiiRsare e^nununiti^ con^rais assuring af^ro- 
priate protection for residents. Currently there are few regulations gov- 
OTiing either the financing of these f&dliti«i or the health care 
provided.<< 



Home Equity Conversions 



There also rmfeKi interest in home 

' 'y fina':i« their Joi^^tran i^eds. Approsdmately 76 per- 
^Ideriy^a^ thSr own home with a net home (equity Mtt- 
i .>?roximately $550 billion. M<Mt elderiyhomeowners, 
Ci i!U)t obtain cash ftom &t&r homea without selling. Given the 
.^ce of a home as shelter, this makes it difficult for the elderiy to 
: i r-e resoui Jies they have tied up in their homes should they incur 
lai^e bsulth care costs.« 

Home equity conversion, which metis converting the equity in one's 
home to cash without having to find another residence, has been pro- 
PMed as a solugon tothese i)ro^la^ Pm^dpatton in home equity con- 
^rsiojis has beoi fimited; nationally very few traJ5iactions have 
occurred, fit studying tiie« conversibns, siz^ womra without heirs 
were found t» be most W^y to partidpate. The funds revived were 
used fc sup^OTiait income or meet short-term medical oisra. 

ProWratis Mth the feasibility of home equity conversions Jndude the 
rSuctance of the dderly to jartidptUsB, r^utetdry and legal problems, 
and the fact that those who do partidpate miglit use the cash for pur- 
poses bSier tfmn medical or long-term care bills." 



'Incentives for Family Care 



ISm^ have been numerouspropoaft^ to family 

CM^wrs as a w^te Mctaid aie time thqr can pjavide ewe ts th«r 
d^^ igatives in the cpmmumty,^thei^ j^tottiaiy det^ or 
postponk^ a nursii^lwafte ^acatient. ^e projKwal would the 
public finah^ & rwpite services beyond the limited coverage cur^ 
rently available under Medicaid. These services would mean that ftoUly 



''fihplcvee Boieflt Rdeudi butitute. 
''^vb Bid Rowland. PL 87. 
"Dlivig and Bov^and, pp. 87, 89. 



Chieterjt . _ 

tons- term Em.* Growing froUeB^: _ _ : _ 
Espedally f or Elderiy and Ilteir FinUta 



members c»uld take a break or a va^on from the daily dmatids of 
providying care. BBier proposals would give families tax 4©ducticms or 
credits to help offset some of the expend incurred for helping disabted 
mdividaals remaiii iii their homes.'"' 



Mother pK3»sal invp^ use of d^cra ai^ techruqi;^ 

thsrt could I^s^ttie bui^ bTcsure^ving and help^eMd«^)y nonain 
independent longer. A recent study by the Moe of Teamofe^ Ass^ 
m^t noted ffiat te<^dlQ^es t» aisisft and oiregivers are used 

mOTe ectcmSvely in Europe ti^ tti a*e Urated States. Current]^* coy- 
en^ for lOiese deii^ces is jiinited; there is also limited avaiteSihty 
skilled health cM«^raonh^ trained to we these technologies and teach 
the patient and family how to use them.<^ 



Social Health Maintenance 
Organizations 



The wncept of scxaadhealS m or^mizatioiB invblv^ pro- 

viding and fiMiMii^a fai of Ibi^term and n^cal seryi^ 
to an elderly popiUation eli{^ble for Medicare joul^ Sfisdicsdd Uii^a 
fixed bUd^t ttiat is proi^)ectiv^ di*t»rintaed. Cwrently, hcea is test^ 
ttie concept as part of a d-y&a dmctBtratibit (wW^ ^an in X985) at 
four sites around the country. The objective is to provide infdrmatilffli 
s£out 



ttie ec«t ef fectiven^s of providing services in an integrated and man- 
aged system of care, 

the ef fiKt on utilization of health and long-term rare service by the eld- 
erly, and 

the effect on the quality of care available to the eU^ble popUlatiwi.'' 

Beoeiuse of the risk of cattis^ipc oMts mVolvea iii providirf loi^-'oemi 
^re benefits Cespscially nursing home care), however, even in these 
desmonstTatidh projects Uie depth of odvert^ for long-term care boiefits 
is limited." 
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Eldefly Rdaavei (GAO/gE«2-7), Aug. 27, 1982. 

»Qfnm of Tcdmotoffr AMMamatt. fedmaa» Mid Aging lii Amer<tt^^m«gry ) (WaaMngton, 
Oct 1984), p 31. 

'^O^wighnessy, Price, and Grifntti, pp. 36.37. 
"Knicknum and McCall, p. 98. 
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S-l'enn Care Block 
Oraht 



There have be^ieveraJ proposals to change significanUy the Medi- 
caid cowrslong-tenn care. The admiiusteaMoh's New Federalism initia- 
tive te the early 1980*s included a proposal to federalize Medicaid^ this 
would have aided entitlement to lon^term care under this pro^^. 
Instead, such services would have been covered under a new block 



Recently the Committee on Federalism and a National Purpose recom- 
m^ded that the federal government assume policy and financial 
responsibility for Medicaid (at SO-percent federal funding) with uniform 
minimum standards forefigibility and a minimum set of services. As 
part of this plan, they also proposed to separate the nonmedical compo- 
nent of long-term care from the rest of Medicaid. These long-term care 
services would be financed subsequentiy by block grants to the states 
that would be indexed for changes in the program's cost and the popula- 
tion served* 

Block grant proposals have been supported by those who believe the 
states would be better than the federal government at reforming long- 
tena care. On the other hand, this approach could mcrease states' finan- 
cial problems if they underestimate the financial buixlen of providing 
long-term care to an increasingly aged population. Also, some of the 
poorer states may not be able to keep up with the number of ii.dlviduals 
in need of these services; this would add to the elderly's problems.^ 



Restructuring and 
Expanding Medicare 



Medicare coverage needs to be expanded to provide more adequate 
treatment of chronic illness despite the substantial public cost involved, 
a recent study by the Harvard Medicare Project concluded as part of a ' 
series of recommendations. The study proposed that Medicare 

pay for home health care and outpatient mental health care for the 
chronically ill, 

provide comprehensive coverage of nursing home care, 
cover the costs of care coordination and gatekeeping (gatekeepers would 
determine eligibility for services to prevent unnecessary use of ibhg- 
term care benefits), and 

^mt More Pterfect Unfen (Washington, D C: National Conference on Sodal Wdfare, Dec 1985^1$: 

^itoH|to«^, MOl. and GAD. H^odd and Nurrint Hni w Care: Cost toghai««>«a 
iw p OreaHng Ppoblema f^- t he States and tfeEfcferiv m A n^l<ti.i 
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Ei^dallsr fbr BIdaiiy «]id Tiid^ 



• finance long-term in ttie sairo g»iend way as other Medicare costs 
but phiusie in this ligumdng bi^ over a 10-year peiiocL (A copaym^t 
would be required for nursing home care.y * 

Axi alteniative propcSiA wotUd utijprpve I^dicare's covers^ of iong- 
tentn care as w^ as aotte cai^ sa^ -niis prop^al wdiUd merp tt^ 
HI juid in parts of M^care into a aingie pian, develop a new vcOuntary 
I(^-t^rm c^^an as ^t oft^ pi^pnn^ and design a separate Medi- 
caid ppogtmi for Medicwe b^Iiaari^ tfiji wbuM^^n^ wrapr 

aimindpiot^dii for low-inoosneelde^^ improvemaite 

be financed by an jnoHiM^i^^ pr^im^liowever, a ceilbig 
would be placed on tlie out-of-jpcctet cc^ behefidarif^ would tnciff. 
Fed^tt gaM»al revenues t^uld u^ to cover ai^ long-term care 
ei^andituresnot covered by ttie premium.^ 



Also, prdpmal would iQlbwbca^daH^ te^^iro^ 
care plan as early as age 60 (with benefits beginning after an individud 
had beeii anr^Qed B yeis^) md tl^tUd Jnstitute a direct &mt pn^ram to 
pubUc and nonprofit a^mmuidty organizaSoro to ^vide hi^e h(^p ser- 
vi^ (such as chore services and personal care services to the chroni- 
cally ill).*s 



Gi^^n the cos^ andorgaonizaSonai difficuiti^ involved in any m^or 
proposal |0 refoiiti long-tenn care^ a more inamental aigirbach has 
tmi proposed by health caxe rraea^iera to aflite^^^^^^^ 
shoit'tertn pro1t>leins and^dn more informatipn for devising long-range • 
comprehar^e refOTn^. Tim apprbadi would involve: 

l^andOng filedieare's short-tem nursi^ home benefits. TTiis would add 
coverage for recuperaSng psSfehte in need of sup^rtive cwejlnot 
sidlled care)^ which would protect ben^daries from the financial catas- 
^pheof n^pera^^ _ _ _ 

Es^anding tax credits to families caring for impaired relatives te l^p 
th^ purchase sufetit^ of respite care. This would lielp 

to aiieyiate some of the family's burden bi providing care to their func- 
tionally impaired relatives. 



^^Hsrvan) Uniw^^ bMataa of Itolth FbllQr BMeareh; Medicare Coming ^Ate A Prmx wal for 
RefeiTO (Ciiii^jtridie. Mass.: KurvM Unlverstty, mr. Id86}» pp. vii, 13. 

^I^vts and Rowland, pp. 110-112. 

^ j^vii and itowland. 
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• Esvmig ttie federal share of the Medicaid e^te to take into account the 
^ and characterises of eaSi state's eldarly population. By assiinhg 
tm^eswm a greater need fbr ^^rvi^ would receive more money 
to provMe th^ services, this would help take some of the pressure off 
^e need to e^^m costs. 

• ^teHfehing federal inoOTtives and stah^^ 

^cdniinjun sta^^ for eUgfbility (Le., to protwS: ah inffividual 

from impovwishment when ha or h^ spou^raitMs a hui^hg home), 
scope of a^as covered, methods of paring providers, and utilization 
control mechaiusms. Hiis would help promote greater equity ames 
states as well as inoreasing acc^ and effidehcy." 

^*Fedar and Scankm, iv. 23-26. 
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CbiidUdliig ObservaScSis 



Over iiie several yearSi programs for the i^derly oouid come under 
increastiig review due to ffieprcsjected growHi in tfie sfisire of pul^ 
r^urera allocate to^t^^ Medicare's fiy^ and 

pressure to reduce the lai^e defi^t. H tiua bceura, several Ri^ 

issui^ and oonc^nis r^prding the current and projected eoohoraic and 
Realtii stid;us of ttie pbpulati^ 65 and older will heed to be a>nsidered. 

Krat^Wfe tiie erondrt^^ Itltas of the elderly has improved^ower ttie 
IssBt two decadcsi mai^ Sder^ ccm^iue to hav^ fow incoihes^ Blai^, 
T^itiet^ and individuals 85 and pkl^ are di^rc^rtionatdy represented 
ambiig the ^d^^^pocn*! ^id the^ grou^ are a ^st^ rate 

than the rest of t^e eid^iy p^ulation. Furtheri inudt of Ute nnprbve- 
n^ftfii ttie ^iidndc status of the mdorly is due to a great extentto the 
growth in Social Securi^ and pubMc and piivate retirement benefits. 
Any change in this support could potentially offset the eobhomic gains 
of tfte past decade. 

See^d^ many ilderly already are e^rienctag^prqblems due to the 
lisbig costs of health care. Twraty p^«ait of the Sderly 
particularly at nsk because the^ jack supplemental insurance or Medi- 
caid rovei^e and may be reducii^ utilizatibii of health services because 
of their i?Ei2^ to pay fbr care, tlieh- outH^f-pocket ccwts are ffifely 
to ixu^rease due to Bledicare's finaiidng problms^u^ 
The HI fiiist fund is projected to be deleted ni ttie late 1990's, arid the 
ihcreasiiMS cost of sm will make it a target f^r budget reductions in 
r^ponse to laige defldts. 

FmsOly, while rising oMts for health care are a prqblemj the crat of Iwig- 
tem care services for some eldeiiy vb a financial eat^trephe^ The m^r 
ptiblic payer, Medicaid, provides Hniuid^ help miiy when the individual 
become impoverahed. FteMcfit^ Ibii^tenn ca^ will become even more 
difficult and costly over the next several decadra because tt\e popula- 
tion mc«tiacay to heed sUch care, the elderly age 85 ^d older, will be 
increasing at a faster rate than the total number of elderly. 
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Requ^ts for copies of ga6 reports shouid be sent to: 

US. ^neral Ao^imttng Of Hce 
Po^ Office Box 6015 
Gaithetslmrg, Maryland 20877 

TelephOTO 202-275*6241 

firet five oopi^ of each report are free. Addkfeiial copies are 
11 00 each. 

n^re is a 25% discount on orders for 100 or more copies mailed to a 
single address. 

Oi^ra must be prepaid by cash or by check or money order ri^4e out to 
the Superintendent of Documents. 
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